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Roentgen Diagnosis of 


Abdominal Masses in Children 


@ Although it is not always possible to make an exact diagnosis, if 
one is alert for positive findings it will be found that quite often the 
mass may be rather accurately localized, and in many cases a rather 


exact diagnosis may be obtained. 


ess: sania information may be 


obtained concerning abdominal tumors 
with ordinary roentgen methods common- 
ly used in hospitals and private offices. 
These studies include plain films of the 
abdomen in AP and lateral views, intra- 
venous urography (occasionally retro- 
grade), and barium studies of the upper 
and lower gastrointestinal tract. At times 
specialized procedures such as retroperi- 
toneal gas injection or aortography may 
be of further assistance. 

The general approach is first topo- 
graphic, with further analysis to see if 
any specific sort of changes might be 
present which would allow a relatively 
specific diagnosis. Thus, we should first 
localize the tumor in the general region 
of the abdomen, then determine whether 
it is intraperitoneal or extraperitoneal, 
and finally attempt to find more specific 
diagnostic findings in the local mass. 


From the Department of Radiology, Tulane 
University and the Department of Diagnostic 
Radiology, Charity Hospital, New Orleans, Lou- 
isiana. 
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A few anatomic details are worth re- 
viewing first. The liver, gall bladder, first 
portion of the common duct, spleen, stom- 
ach, jejunum, and ilium, and the trans- 
verse sigmoid portions of the colon are 
considered intraperitoneal structures. The 
second and third portions of the duode- 
num, the distal portion of the common 
duct, the posterior wall of the ascending 
and descending portions of the colon, kid- 
neys, ureters, and most of the uterus and 
bladder are essentially extraperitoneal in 
location. The duodenojejunal juncture 
(ligament of Treitz) may be displaced me- 
dially, laterally, upward, or downward by 
an intraperitoneal mass but if it is dis- 
placed anteriorly it usually indicates that 
the mass is retroperitoneal (Figures 1, 2). 
Similarly if the ascending or descending 
portions of the colon are displaced an- 
teriorly this usually means that the mass 
is retroperitoneal. (Figures 3, 4). An in- 
traperitoneal mass may cause partial ob- 
struction of a ureter but complete suppres- 
sion of excretion on the intravenous uro- 
gram usually indicates that there is retro- 
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Figure 1. (A) Widening of the duodenal loop by a mass located in the head of the pancreas. The 
impression of the mass on the duodenum and antrum of the stomach is clearly seen. (B) Anterior dis- 
placement of the second portion of the duodenum is demonstrated (arrows). The mass was a leiomyo- 
sarcoma of the pancreas. (Courtesy of Charles C Thomas, Publisher) 


Figure 2. (A) Downward displacement only, of tne duodenojejunal juncture (arrow) by a large 
mass within the left lobe of the liver. The mass was a primary hepatoma of the left lobe of the liver. 
In lateral view, in the same case, the duodenojejunal flexure was not displaced anteriorly. (B) An- 
terior displacement of the duodenojejunal flexure (arrow) by a retroperitoneal mass. The tumor was 


a neuroblastoma arising from extra-adrenal chromaffin tissue. (Courtesy of Charles C Thomas, Pub- 
lisher) 


peritoneal tumor, either primary or by vided into masses in the region of the 
secondary extension to the retroperitoneal liver and spleen and other intraperitoneal 
tissues. masses. Enlargement of the spleen occurs 
Intraperitoneal Tumors in many diseases, usually being a medical 

The intraperitoneal tumors may be di- problem. If there is a localized mass, 
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Figure 3. (A) The transverse colon is wrapped around a mass (a primary hepatoma of the liver) 
lying within the peritoneal cavity. The ascending and descending colon are not displaced anteriorly. 
(B) Anterior displacement of the ascending colon by a retroperitoneal cavernous hemangioma. (Cour- 
tesy of Charles C Thomas, Publisher) 


Figure 4. (A) Anterior displacement of the rectosigmoid by a retroperitoneal fibrosarcoma. (B) Pos- 
terior displacement of the rectosigmoid by a mesenteric cyst. This type of displacement indicates that 
the mass is suspended within the peritoneal cavity. (Courtesy of Charles C Thomas, Publisher) 
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which causes a local indentation into the 
stomach or which displaces the kidney in 
an unusual manner, this may be a cyst or 
tumor of the spleen. Usually when the 
‘spleen enlarges it will slide down over 
the anterior surface of the kidney so that 
the outline of the kidney is seen through 
the mass of the enlarged spleen. 

In a similar manner the liver usually 
enlarges anteriorly to the right kidney 
but occasionally may depress it downward 
slightly. The liver may be enlarged in 
many systemic diseases. Specific tumors 
may cause enlargement of the right or left 
lobe of the liver or both lobes which would 
then simulate a general hepatic enlarge- 
ment. 

Hepatomas and hemangiomas may oc- 
cur in the liver in childhood and both of 
these tumors may show calcification. Sim- 
ilar tumors occur in adults. Multiple cysts 
of the liver usually simulate general hepat- 
ic enlargement. Large solitary cysts may 
present with a very sharply demarcated 
border and may often be suspected on 
routine radiologic examinations described 
above. Occasionally a sarcoma of the liver 
is seen which usually causes a massive en- 
largement with considerable upward dis- 
placement of the diaphragm and with con- 
siderable displacement of the abdominal 
structures. 

Choledochal cysts represent cystic dila- 
tation of the common bile duct and are 
most commonly found in children. The 
cyst may occur rather high in the com- 
mon duct and cause an impression on the 
lateral and posterior margin of the duo- 
denal loop. Other cysts occur in the distal 
portion medial to the duodenal loop and 
cause enlargement similar to a mass in the 
head of the pancreas. 

Other intraperitoneal masses that might 
be encountered include messenteric and 
omental cysts, alimentary duplication 
cysts, ovarian tumors, lymphangioma of 
the mesentery, meconium ileus cysts, and 
masses which have to be differentiated 
from tumors, including intussusception, 
appendiceal abscess, and subphrenic ab- 
scess. Omental cysts may be recognized 
because of the anterior location in the 


abdomen. A mesenteric cyst may be iden- 
tified as intraperitoneal masses with rath- 
er sharply demarcated borders but other- 
wise no specific findings. Occasionally 
some calcification may be shown. A me- 
senteric cyst may arise in the anomalous 
mesocolon of the ascending colon and 
thereby displace the ascending colon an- 
teriorly. A cyst in the middle portion of 
the omphalomesenteric or vitelline duct 
results in a formation of a subumbilical 
cystic mass. 

Alimentary duplication cysts share one 
wall with segment of the alimentary tract 
and therefore may easily cause partial in- 
testinal obstruction, the cyst itself show- 
ing a sharply outlined wall. Lymphangio- 
ma of the mesentery may show extensive 
infiltration between the bowel loops with 
no unusual distention of loops and may 
be accompanied by peripheral lymphangio- 
mas. 

The terminal distended loop of a bowel 
obstruction in meconium ileus may assume 
a cystic appearance and in some cases may 
show calcification in the wall. Ovarian 
tumors in children and adults show an 
intraperitoneal mass on one side of the 
pelvis, with a calcification, fat, or both as 
additional features. 

Intussusception usually shows evidence 
of a soft tissue mass and partial obstruc- 
tion. Contrast enema shows the “coiled 
spring” effect in many cases. An abscess 
in the abdomen shows evidence of a mass 
with gas bubbles or air fluid levels. Par- 
tial obstruction may occur. 


Extraperitoneal Masses 


A division is made between masses oc- 
curring in the renal and adrenal region 
and other extraperitoneal masses. Usually 
the former are quite readily recognized. 
Renal enlargements include hydronephro- 
sis, Wilms’s tumor in children, carcinoma 
in adults, renal cysts, bilateral polycystic 
disease, unilateral multicystic kidney, 
anomalies of renal fusion, large solitary 
renal cysts, and renal abscess. The plain 
films and urographic studies will usually 
determine whether the mass is due to a 
disease process intrinsic to the kidney. 
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Masses in the adrenal usually displace the 
kidney downward and cause some angula- 
tion at the ureteral pelvic juncture. Adre- 
nal tumors include neuroblastoma, adrenal 
cortical tumors (adenoma and carcinoma), 
pheochromocytoma and ganglioneuroma. 

Other extraperitoneal tumors fall large- 
ly into three groups: those arising in 
other organs usually in the extraperitoneal 
space (pancreas, uterus, prostate), pri- 
mary unattached tumors, and primary or 
metastatic tumors involving the retroperi- 
toneal lymph nodes. 

Primary unattached tumors include ret- 
roperitoneal teratoma which often shows 
some calcification and usually may dem- 
onstrate bones that appear almost like a 
fetus (fetus in fetu), ectopic neuroblasto- 
ma and ganglioneuroma may appear in 
the parts of the chromaffin system out- 
side the adrenals throughout most of the 
central abdomen and even in the medias- 
tinum. Retroperitoneal hemangioma and 
lymphangioma also appear in this group. 

Cysts, pseudocysts, carcinoma, and the 
rare cystadenocarcinoma of the pancreas 
may enlarge the duodenal loop, appear be- 
tween the stomach and transverse colon 
or May even appear as a mass pressing 
against the lesser curvature of the stom- 
ach. Hydrometrocolpos in infant females 
and hematometrocolpos in young girls at 
the menarche show enlargement of the 
uterus with upward displacement of the 
intraperitoneal structures. Occasionally a 
prostatic sarcoma may cause a character- 
istic elevation of the bladder in a cysto- 
gram. 

Enlargement of the _ retroperitoneal 
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lymph nodes occurs in lymphoma or may 
be due to metastases from primary tumors 
in the testis, ovary, or other intraperito- 
neal organs. Extraperitoneal abscesses 
may occur in the retroperitoneal space in 
the abdomen or pelvis or may appear as 
infected urachal cysts in the anterior ab- 
domen or immediately below the umbili- 
cus. Abscesses or hematomas may cause 
enlargement of the psoas muscle. Menin- 
goceles may protrude internally into the 
abdomen or pelvis, as well as into the 
thorax. A retroperitoneal mass associated 
with the defect of the lumbar or sacral 
portion of the spine is characteristic. 


It is not to be maintained that all ab- 
dominal masses may be separated and 
classified in the above categories and that 
an exact diagnosis may be made in all 
cases with simple roentgenographic stud- 
ies. However, if one is alert for positive 
findings it will be found that quite often 
the mass may be rather accurately local- 
ized and in many cases a rather exact 
diagnosis may be obtained. 
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Adrenocortoids in the Treatment of 


Pulmonary Tuberculosis” 


@ The author discusses the effect of the administration of adrenocor- 
toids in conjunction with antituberculosis drugs in the treatment of 31 


patients. 


OME ten years ago there was a great 

growth of interest in the action of the 
adrenocortoids and the adrenocorticotro- 
phic hormones. Many spectacular results 
have been obtained in a large number of 
diseases following the administration of 
these hormones. However, it was found 
that these hormones had little or no effect 
on some diseases or that the initial im- 
provement was so transitory that the 
course of the illness was not greatly af- 
fected. Furthermore, it was noted that 
ACTH or the adrenocortoids have a pro- 
found detrimental effect on many dis- 
eases! including tuberculosis, active or 
apparently inactive. All of us have seen 
the reactivation of unrecognized or ap- 
parently inactive tuberculosis while the 
patient was treated for another disease 
such as rheumatoid arthritis, lupus erythe- 
matosus or bronchial asthma with ACTH 
or one of the adrenocortoids.2 Experi- 
ments showed that cortisone and ACTH 
have a deleterious effect on animals in- 
fected by Mycobacterium tuberculosis? 


These unpleasant results gave rise to . 


a series of studies which prompted the 
American Trudeau Society, in 1952, to 
warn against the use of these hormones 
in or for the treatment of tuberculosis.® 
It should be noted that these subjects 
were not properly, and in most cases, not 
at all covered by antituberculous therapy. 
Five years later the same Society advised 
that “There is no rule which can be sub- 


* Presented at the Meeting of the Southern 
Chapter of the American College of Chest Physi- 
cians, St. Louis, Mo., October 1960. 


+ Medical Director, Lafayette Charity Hospital 
Tuberculosis Annex. 


WM. W. COULTER, JR., M. D.+ 
Lafayette 


stituted for informed clinical judgment 
and the careful assessment of the possible 
benefits against the possible complica- 
tions of the therapy in each specific clini- 
cal situation.” 7 A recent textbook § states 
that “These hormones (ACTH and corti- 
costeroids) should not be used in the pres- 
ence of active or inactive tuberculosis, re- 
cent or chronic gastrointestinal ulcers, ac- 
tive syphilis, renal insufficiency, or, per- 
haps, severe congestive failure if the fail- 
ure is not the result of pulmonary dis- 
ease.” (Italics mine) 

Because there are many diseases, some 
of them fatal, that can be alleviated by 
the administration of the adrenocortoids, 
studies were undertaken to determine if 
ACTH or cortisone could be given under 
the protection of antituberculous drugs. 
These studies demonstrated that the harm- 
ful effects of these hormones in tubercu- 
lous animals, including man, can be pre- 
vented by the simultaneous administra- 
tion of anti-microbial drugs in proper 
doses and combinations if the bacilli are 
sensitive to these drugs.® '° Of course, if 
the bacteria are already resistant to the 
antituberculous drugs in question, there 
is no protection. 

Glucocortoids have, in addition to their 
other properties, an anti-inflammatory 
and anti-allergic effect and deposition of 
fibrous tissue is impeded. Because tuber- 
culosis involves these reactions it would 
seem that the course of the disease could 
be altered by the administration of ACTH 
or one of the glucocortoids. 


Many studies on this problem have been 
published from the United States ' *° and 
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foreign countries with various degrees of 
enthusiasm. 


Treatment 


To clarify the indications for treatment 
with corticosteroids, in addition specific 
anti-tuberculosis drugs, thirty-one pa- 
tients were studied. All were given com- 
binations of two or three of the follow- 
ing drugs if the bacteria in question were 
sensitive to these antibacterial agents: 
isoniazid, 300-400 mg. daily, sodium or 
potassium para aminosalicylate, 15 gm. 
daily, streptomycin, one gram daily or 
three times a week. In the presence of 
bacterial resistance as manifested by lab- 
oratory findings, failure to improve on 
treatment or deterioration in the course 
of the disease, pyrazinamide, cycloserine, 
terramycin, kanamycin or viomycin were 
substituted or added to the basic regime 
above with due regard to the possible 
toxic effects. Surgical procedures were 
employed as indicated. Concomitant dis- 
eases were treated by the usual methods. 


Complications 


In no case was the tuberculosis made 
worse by adrenocortoid administration 
either in the course of the steroid treat- 
ment or after its discontinuance. No un- 
recognized disease was aggravated nor 
was any latent disease activated. 

Administration of hydrocortisone to a 
52 year old white male who had active 
pulmonary tuberculosis, active laryngeal 
histoplasmosis, dry gangrene of his right 
toe, an old myocardial infarct and dia- 
betes mellitus caused his insulin require- 
ment to be slightly elevated. On admis- 
sion an x-ray of his chest revealed a 3 
ecm. cavity in the right upper lobe with 
pericavitary exudative disease. (Fig. la) 
His diabetes was controlled by increasing 
his insulin dosage to 55 u. NPH and 10 u. 
regular insulin. The gangrene was treat- 
ed satisfactorily by conservative methods. 
Antituberculous therapy resulted in the 
disappearance of Mycobacteria tuberculo- 
sis from his sputa after five and a half 
months. The reaction around the cavity 
was less and though the cavity was still 
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present at that date, it was smaller. (Fig. 
1b) 

At the beginning of his fifth month of 
hospitalization a lesion of the right vocal 
cord was found, which proved, by exami- 
nation of the biopsy specimen, to be caused 
by infection by Histoplasma capsulatum. 

Amphotericin B, 5 mg., intravenously, 
was started in 1000 cc. of 5% dextrose 
with 25 mg. of diphenhydramine hydro- 
chloride (Benadryl®). The reaction of 
chills and fever was so severe that the 
patient refused further similar treatment. 
Twenty-five mg. of hydrocortisone was 
added to the daily infusion which dimin- 
ished the side effects enough to make the 
patient continue treatment. The dosage 
of Amphotericin B was increased so that 
the daily dose reached 45 mg. in ten days. 
This medication was continued for fifty- 
four days. After the fifth day of Ampho- 
tericin B treatment no fever was observed 
but slight chills were occasionally seen 
while the infusion was being given. 

The laryngeal lesion reverted to a nor- 
mal appearance and the cavity disap- 
peared, being represented by a linear scar 
on the x-ray. (Fig. 1c) 

His insulin requirement rose gradually 
to 75 units (50 u. NPH and 25 u. regular) 
during these fifty-four days. 

The patient was dismissed after nine 
months of hospitalization. 


Response to Treatment 

This group of patients was divided into 
two categories, namely, acute and chronic. 
In the acute cases the onset was noted 
later than four months before admission 
and was characterized by “flu-like” syn- 
drome, pneumonia, or a severe cold which 
did not respond to ordinary measures. 
They were apparently in good health be- 
fore the onset of the present illness. 


Acute 
Oral prednisone was used in every case 
with the exception of one case who was 
given prednisolone. The dosage varied 
from 60 mg. daily, reduced to 10 mg. over 
a period of fifteen days, to 15 mg. daily, 
reduced to 5 mg. over a period of three 
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days, from patient to patient and it was 
continued from three to six weeks. The 
size of the dose within these limits made 
no appreciable difference. 


Clinical Course 

In every case when the prednisone was 
started the patient noted a prompt marked 
feeling of well-being and the anorexia was 
replaced by a normal appetite in one or 
two days. This gain in appetite resulted 
in a gain of two to ten pounds in the first 
month which was retained or continued 
more slowly after the discontinuance of 
the steroid treatment. 

The temperature, which reached 104° 
to 105° in several cases, dropped to normal 
range in less than two weeks. Shortness 
of breath, when it was present, was re- 
lieved greatly. The patient’s clinical ap- 
pearance improved profoundly. 

The cough and expectoration dimin- 
ished so that the patient did not complain 
of this symptom after the second week 
and in most cases in two months the 
morning sputum was the only specimen 
available for examination, but on the aver- 
age the conversion of the sputum from 
positive for Mycobacteria tuberculosis to 
negative under this treatment was less 
rapid than under antimicrobial treatment 
alone. 

An illustrative case is presented. 


Case Histories 
A nineteen-year-old colored girl was in good 
health five weeks prior to admission to the hospi- 
tal. At that time she developed a cough produc- 
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tive of yellow sputum. Because her symptoms 
became worse including loss of weight, malaise, 
night sweats and fever, under medical care, she 
entered this hospital. 


The admission examination revealed an acutely 
ill, weak, hoarse, thin 93 lb. colored female whose 
temperature was 105°F. She coughed frequently, 
raising yellow sputum. She complained of slight 
dyspnea. 

A roentgenogram revealed far advanced bi- 
lateral pulmonary tuberculosis. (Fig. 2a) Isonia- 
zid and sodium para aminosalicylate were ad- 
ministered daily, with the addition of penicillin. 
On the second day streptomycin was added. Little 
effect was seen. On the third day prednisone 
was started, 5 mg. three times a day, which was 
reduced to 5 mg. twice daily after five days. Her 
toxic symptoms disappeared, her appetite re- 
turned, her cough diminished and her temperature 
dropped so that it was 98.6°F after one week of 
steroid treatment and remained within normal 
limits. Mycobacteria tuberculosis were not found 
in the sputum after the twenty-sixth day of hos- 
pitalization. 

An x-ray revealed that the exudative compon- 
ents of the disease were greatly improved after 
thirty days of treatment, but the cavernous and 
fibrous elements remained. (Fig. 2b) Prednisone 
was discontinued and the patient continued to 
improve radiographically but the cavernous lesion 

(Fig. 2c) remained after seven months of hospi- 
talization. She has so far refused surgery. 


In another acute case (Fig. 4a) a white male, 
twenty years of age was treated with isoniazid, 
streptomycin and sodium para aminosalicylate 
for six weeks which resulted in diminution of the 
cough, a gain of eight pounds, and partial x-ray 
clearing of the exudative component of the dis- 
ease. However the sputum remained positive for 
Mycobacteria tuberculosis and the cavity was still 
present. (Fig. 4a) Prednisolone was administered 
in a dosage of 15 mg. each six hours for three 
days, 10 mg. each six hours for three days, 5 mg. 
each six hours for three days, and finally 5 mg. 
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twice a day for twelve days, a total of twenty- 
one days. On the last two days ACTH was given 
10 units twice a day which was reduced to 5 units 
daily for five days. The cavity closed (Fig. 4c) 
and the sputum converted on the ninetieth day of 


hospitalization. He was dismissed as active im- 
proved on chemotherapy (INH & PAS) and his 
disease is inactive at the present. 

The total series of acute cases is sum- 
marized in Table 1. 











TABLE 1 
ACUTE WITH ADRENOCORTOIDS 
© oe § 3 
= S$ on 
: f@8 35 3 3 £ &8 
a S&S. Bg Z5 Se c A Se 
ve we con ye ct 2 _ £§ 
si Ae LH2 SE LF ie < Qe 2 
g & 5 oe eae y ae = 2 2s 3 
lm 8 ea 6443.33 (83 5 § as & 
1 WF MA 100 4 . 48 INH, PAS 150 28 Good 
SM 
2CM FA 101.2 4 2 90 INH, PAS 400+ 15 Fair 
SM 
3 CF FA 105 8 3 28 INH, PAS 309 30 Fair 
SM 
4 CF FA 102 2 i: 25 INH, PAS 240 28 Fair! 
SM 
5 CF FA 103 9 2 80 INH, PAS 270+ 115 Fair 
SM 
6 CF FA 104 14 2 93 INH, PAS 300+ 12 Fair 
SM, PZA 
7CM MA 98.6 0 4 1002 INH, PAS 585 28 Good 
8 WM FA 102 1 5 120 INH, PAS 210+ 33 Fair 
9 CF FA 101 3 i 100 INH, PAS 425 21 Fair 
SM 
10 CF FA 102.8 6 6 48 INH, PAS 133+ 48 Fair 
11 CM FA 101 4 15 19 INH, PAS 166+ 62 Good 
12 CM FA 101 3 23 125+ INH, PAS 125+ 35 Fair 
SM 
13 CF FA 105 21 5% 42 INH, PAS 166+ 39 Fair 
SM Sickle cell 
anemia) 





1 Right upper & middle lobectomy. 


2X-ray did not improve and sputum was still positive so prednisone was started on the 76th day. 


INH—Isoniazid 


PAS—Para-aminosalicylic acid (Sodium or potassium salt) 


SM—Streptomycin 
VM—Viomycin 
PZA—Pyrazinamide 
CS—Cycloserine 
K—Kanamycin 


Fair—resolution of the exudative compound of the lesion on x-ray, with or without partial replacement by fibrous 
tissue and contraction of productive disease. Symptoms improved or absent. Residual cavities present. 


Good—as above, but cavities closed. 
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Figures 4a, 4b, 4c 


The patients with acute disease certain- 
ly looked better and felt better under the 
influence of the adrenocortoids, and the 
exudative component of the disease by x- 
ray diminished fairly rapidly. These re- 
sults warranted a comparison with simi- 
lar patients who did not receive adreno- 
corticoids but whose treatment was other- 
wise the same. They looked sick and felt 
sick longer than the patients who were 


given adrenocortoids and the duration of 
the fever was much longer (see Table 2). 
However, the fever did not make the pa- 
tient uncomfortable after the first week, 
rarely exceeding 100°F. The appetite 
gradually improved so that after one 
month their average gain of weight was 
not dissimilar to the prednisone-treated 
patients. 

The x-ray appearance improved, but 


TABLE. 2 
ACUTE WITHOUT ADRENOCORTOIDS 








Stage of Disease 

p. F. on Start 
of Anti-TB Treatment 
Duration of Fever 
after Treatment 


was begun 
Gain of Weight 


(Ibs.) in 1 Mo. 


Duration (in Days) 
of Positive Sputum 
Anti-Tuberculous 
Hospital Days 





— | Tem 
oO 
So 
po 
_ 


1 WF 


2 CF FA 
3 CF FA 
4 CF FA 
5 WM FA 
6 CF FA 


ne 
on sf 
oowo 


w 
or 


7 CF FA 
8 WM FA 
9 CF FA 


wo 


10 CM FA 
11 WM MA 
12 WM 

13 CF FA 


14 WM MA 


bo 
~] 
ie) 

~ 
we 


INH, PAS 
SM 
INH, PAS 
INH, PAS 
INH, PAS 
INH, PAS 
INH, PAS 
SM 
INH, SM 
INH, PAS 
INH, PAS 
SM 
INH, PAS 
INH, PAS 
INH, PAS 
INH, PAS 
SM 
INH, PAS 
SM 


o 
Oo 





2 Right upper lobectomy 
2 Right upper lobectomy 
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slightly slower in the first month than 
the patients who were given corticoster- 
oids, but after a few months the x-rays 
of the untreated (by prednisone) patients 
could not be distinguished from the treat- 
ed patients. (Fig. 3a, b, c; Fig. 5a, b, c; 
Fig. 6a, b, c; Fig. 7a, b, c) 


Chronic 
This group of patients had a diagnosis 
of pulmonary tuberculosis in excess of 
four months prior to steroid treatment or 
had a history compatible with pulmonary 
tuberculosis longer than four months prior 
to admission to this hospital. Studies of 


Fic 2-5, 
ONE. MOAT & 


Figures 3a, Sb, 8c 


Figures 5a, 5b, 5c 


ON AD Pi Ss 
Ce Trice a 


wi 


Figures 6a, 6b, 6c 
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Figures 7a, 7b, 7c 


the sensitivity of the causative organism 
to streptomycin, isoniazid, and PAS were 
done, and no patient was given adreno- 
cortoids without the protection of two or 
more effective bacteriostatic drugs except 
in the case of one patient who was mori- 
bund at admission and died on the. fifth 
day. 

In the majority of cases the adminis- 
tration of adrenocortoids caused a feeling 
of well-being and a gain of appetite. In 
addition, apparently there was a marked 
gain of strength. In the patient’s words 
they “felt great”. However, this apparent 
improvement was not reflected in the ra- 
diograms, sputum conversion, or the even- 
tual outcome. There was no visible dimin- 
ution of the previously laid down fibrous 
tissue. On the other hand, no evidence of 
any harmful effect was seen ascribable 
to the administration of these drugs. 


In the case who was moribund (see 
above) steroid treatment caused a spec- 
tacular improvement in his symptoms. 
This patient was treated in another hos- 
pital with cortoids, INH, and PAS with 
frequent desertions and re-admissions for 
about a year. He was admitted to this 
hospital semi-stuporous, with fine and 
coarse tremors. His temperature was 
101.5°F. He had a productive cough and 
he appeared cachectic and acutely ill. His 
liver was enlarged 7 cms. below the cos- 
tal border, but it was not tender or hard. 
An x-ray revealed far advanced pulmo- 
nary tuberculosis with tuberculous pneu- 
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monia. Isoniazid, streptomycin, and PAS 
were started, but his fever rose to 103°F 
the next morning, and he was delirious. 
Cycloserine, 250 mg., twice a day and 
prednisone 15 gm., four times a day were 
started. The next day he was rational, 
his temperature was 98°F, no tremors 
were seen, and his appetite was normal. 
This pleasing course continued to the fifth 
day when his temperature dropped to 
95.4°F shortly after midnight, rose to 
101.2°F at noon and dropped to 97.6°F 
in the evening when he died. 

The total series of chronic cases is sum- 
marized in Table 3. 


One white female was treated for endo- 
bronchial tuberculosis with streptomycin, 
isoniazid and PAS which converted her 
sputum in twenty days. Her wheezing, 
which was present since admission, con- 
tinued, so that prednisolone 15 mg., each 
six hours for four days was added to her 
regime. On the thirty-sixth day this dos- 
age was decreased to 10 mg., each six 
hours for three days, and further de- 
creased to 5 mg., each six hours for six 
weeks. Her wheezing stopped permanent- 
ly on the eleventh day of adrenocortoid 
treatment. She was discharged after nine- 
ty-eight days of treatment on isoniazid 
and PAS. 

One case was given adrenocorticotropin 
in the course of the treatment of myelo- 
genous leukemia. Her tuberculous lesions 
were regressing on antimicrobial treat- 
ment at the time of her death. 
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TABLE 3 
CHRONIC 








Temp. F. on Start 
of Steroid Rx 
Duration of Fever 
after Steroid Rx 
Gain of Weight in 
Duration (in Days) 
of Positive Sputum 
after Steroid Rx 
was begun 


Stage of Disease 
was begun 


Rx was begun 


Duration of Steroid 


Anti-Tuberculous 
Rx (Days) 


Hospital Days 





co | 1 Mo. after Steroid 


>| 
> 
eo) 
© 
o 
yo 
° 
oO 
° 
3 
4 


i) 
> 


419 


No conv. 


No conv. 


240 


No conv. 


t 


No conv. 


INH, PAS 


o 
© 


No change 
in course 
of illness 
No change 


No change 


INH, PAS No change 
INH, SM 127 Fair 
(died); 

INH, PAS 556 No change 
SM 

INH, PAS 473 28 Fair 
SM 

INH, PAS 1472 24 No change 
SM, PZA 

INH, PAS 352 99 No change, 
SM (died) ¢ 

INH, PAS 1212 103 Fair 
SM,CS,K (deserted) 

INH, PAS 944 16 No change 
SM 

SM, PAS 39 5 No change’ 

(died) ; (died) 

INH, PAS 1470 17 No change 
SM 

INH, PAS 865 362 No change 
SM, VM (died) 

Terramycin 





* One positive culture before admission 


+ His pulmonary disease was improving when he died from portal cirrhosis 


t Conversion of sputum before steroid Rx 
§ Died from pulmonary emphysema 


Another patient who had Addison’s dis- 
ease was maintained on cortisone and 
desoxycorticosterone for thirteen months. 
The fibrocavitary pulmonary disease did 
not improve and he died. However, the 
signs and symptoms of Addison’s disease 
were remarkably diminished by steroid 
treatment and there was no evident change 
in the course of the gradual deterioration 
of his pulmonary status. 


Discussion 


There was no change in the course of 
the disease which could be reasonably as- 
cribed to the administration of cortico- 
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steroids except a transitory euphoria when 
the adrenocortoids were added to the 
treatment of the chronic cases in this 
series. 

Corticosteroids were not given in the 
presence of a new extension or spread of 
old disease. Many of these spreads are 
based on physical or mechanical factors 
which would not be changed by drug treat- 
ment. More to the point, some of these 
regressions are caused by changes of sen- 
sitivity of the bacteria to the antimocro- 
bial agents in use. In such a case corti- 
costeroid treatment would be contraindi- 
cated, until the bacteria are proven to be 
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sensitive to the agents in use or contem- 
plated. 

The prompt striking symptomatic im- 
provement in the acute cases warrants 
more attention. In this series, the acute 
patients who received prednisone in addi- 
tion to antituberculous drugs did less well 
bacteriologically, on the average, than 
those who were given antituberculous 
drugs alone. It is obvious that a physician 
should relieve all symptoms of any dis- 
easevif he can, and if the treatment is 
not unduly hazardous. However, there are 
red! “dingers inherent in the administra- 
tion of corticosteroids to a patient whose 
disease is acute. In the first place, there 
is no guarantee that the infecting bacilli 
are not already resistant to one or more 
of the antituberculous drugs which we are 
using to treat a specific case, or even that 
the bacteria are Mycobacteria tuberculo- 
sis. As you all know, it takes time to cul- 
ture and identify Mycobacteria, and addi- 
tional time to do sensitivity studies. If the 
tubercle bacilli are sensitive to the anti- 
tuberculous drugs there is further danger 
in that corticosteroids predispose to fun- 
gous infections which could be fatal in a 
debilitated patient.?!-75 

Also, if there is superimposed unrecog- 
nized nontuberculous bacterial infection 
present while the natural tissue reaction 
to infection is suppressed by a cortico- 
steroid, the stage is set for a fulminating 
infection. Prophylactic broad-spectrum 
antibiotic coverage in corticosteroid treat- 
ment will increase the risk, not lessen it, 
in both cases.*4 Furthermore, the adreno- 
corticoids will diminish the symptoms of 
many diseases in addition to their effect 
on the symptoms of acute pulmonary tu- 
berculosis, and for that reason early rec- 
ognition of complicating diseases can be 
impeded. Of course, the well-known side 
effects of all corticosteroids including neg- 
ative nitrogen balance, osteoporosis, and 
the activation of peptic ulcer should be 
considered. These potentially serious or 
even fatal complications far overshadow 
the temporary symptomatic improvement. 

On the other hand there is some evi- 
dence that the mortality in apparently 


moribund patients is diminished by the 
administration of glucocortoids especially 
if dyspnea or cyanosis is a prominent 
symptom." '6'8 This was not apparent 
in this series, but a possibly life-saving 
measure such as the administration of 
corticosteroids should not be neglected for 
fear of any future side effects, but the 
course of the steroid treatment should be 
as short as possible. A live patient with 
iatrogenic complications is much better 
off than a dead one. 

Other diseases can be safely treated by 
the corticosteroids in patients with active 
or inactive tuberculosis under the protec- 
tion of antimicrobial drugs with the above 
mentioned precautions relative to bacteri- 


- al resistance. 


In persons who have a disease which 
should be treated by a glucocortoid, and 
who are not evidently tuberculous, every 
reasonable diagnostic measure should be 
employed, including chest x-rays and tu- 
berculin skin tests, to be certain that a 
latent infection is not present. The skin 
tests should be done before the start of 
the corticosteroid treatment, not as an 
afterthought, because these steroids abol- 
ish or materially reduce the reaction to 
the tuberculin test in some cases.?°-27 If 
there is evidence of latent tuberculous in- 
fection simultaneous prophylactic antitu- 
berculous medication should be added to 
the steroid regime. 

If sarcoidosis is to be treated by cortico- 
steroids, prophylactic isoniazid should be 
given even if the tuberculin test is nega- 
tive and the diagnosis of sarcoidosis is 
not in doubt. A negative tuberculin test 
in a patient who has sarcoidosis does not 
rule out an inapparent tuberculous infec- 
tion because a deficit in the immunologic 
processes of patients with sarcoidosis is 
frequently encountered. 


Summary 
A series of 31 patients was treated by 
daily administration of corticosteroids 
combined with effective antituberculous 
drugs. In no case was the tuberculosis 
made worse by adrenocortoid administra- 
tion either in the course of the steroid 
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treatment or after its discontinuance. No 
unrecognized disease was aggravated nor 
was any latent disease activated. In the 
chronic cases there was no change in the 
course of the disease which could be rea- 
sonably ascribed to the administration of 
corticosteroids except a transitory eupho- 
ria. In the acute cases there was a 
prompt, striking diminution of symptoms. 
The improvement in the serial x-rays was 
slightly better than in similar patients 
who were not given prednisone, but the 
duration of the disease was not apparently 
shortened. On the average, the patients 
who did not receive adrenocortoids con- 
verted their sputum faster than those who 
were given adrenocortoids. It should be 
noted that all patients comprising the 
acute series were given a combination of 
antituberculous drugs which included iso- 
niazid. 

The patients who were treated by ACTH 
or corticosteroids for a concomitant dis- 
ease under the protection of antitubercu- 
lous drugs were not harmed by the ad- 
ministration of these hormones. 


The possible dangers, complications, 
and side effects of corticosteroids and the 
advisability of adding these drugs to the 
routine treatment of active tuberculosis 
are discussed. 
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Ciinical Significance of Salicylates 


In Massive Upper Gastrointestinal Bleeding 


@ The authors state the equation: Stress plus salicylates equals capil- 
lary engorgement plus increased capillary fragility equals hemorrhage. 


A PROFOUND statement was made by 
Snapper, an internist of wide experi- 
ence, in commenting on a paper entitled, 


“Clinical Aspects of Erosive Gastritis,” in 


which he said: “One hears too much 
about hemorrhage after excessive use of 
salicylic acid. The popular story is that 
sodium salicylate causes the prothrombin 
to disappear and the prothrombin time to 
increase. Just like Dr. Jankelson, I have 
never seen a gastric hemorrhage due to 
salicylate medication, nor did I ever see 
other manifestations of hemorrhagic ten- 
dency due to salicylates.” ! 


Opinions in Literature 

Snapper’s opinion is in agreement with 
Cushny ? who stated that aspirin (acetyl- 
salicylic acid) passes through the stomach 
unchanged and is free from the gastric 
effect of salicylic acid. However, the ex- 
periences of others leaves an entirely dif- 
ferent impression. 

Sollman * wrote that in fact it (aspirin) 
produces gastric irritation. Winkelstein + 
was more emphatic with the statement 
that this drug may inflame the stomach. 
Sajous and Hundley,® in commenting on 
their observations of salicylate adminis- 
tration during the flu epidemic of 1918-19, 
were most impressed by the number suf- 
fering with gastric disturbances and the 
frequency of gastrointestinal hemorrhage. 

This controversy is obviously not new, 
nor is it settled. It was Douthwaite,® in 
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1938, and Hurst,’ in 1939, who first fo- 
cussed attention on the general subject of 
salicylates and their relationship to gas- 
trointestinal hemorrhage. However, it did 
not become a major source of interest un- 
til 1955, when Muir and Cossar § reported 
one third of 166 patients studied had 
taken salicylates within six hours of bleed- 
ing. Brown and Mitchell ® in 1956, found 
19 of 46 patients, or 41 per cent, had taken 
salicylates within twenty-four hours of 
the massive hemorrhage. Lange’s study ?° 
in Norway, left little doubt of this causal 
relationship, and Alvarez and Summer- 
skill“ had reason to believe that salicyl- 
ates could be incriminated in the patho- 
genesis of massive G. I. bleeding in over 
40 per cent of the 102 cases studied. 

F. Avery Jones,'? probably the best 
known of the British gastroenterologists, 
concluded that salicylates play a signifi- 
cant part in precipitating gastroduodenal 
bleeding and may account for 40 per cent 
of the x-ray negative admissions for he- 
matemesis or melena. 

Standing alone, for the moment, is the 
report of Waterson’s investigation,'* in 
1955, which failed to indict aspirin in 
more than 3 of 170 cases of major gas- 
trointestinal hemorrhage. 


Study at Touro Infirmary 

This unsettled issue motivated a study 
at Touro Infirmary. This survey was un- 
dertaken with the full knowledge that 
salicylates are probably the most widely 
used therapeutic agents. It is said that 
4000 million salicylate tablets are con- 
sumed annually in Great Britain; the num- 
ber in the United States must be astro- 
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nomical. Their accessibility without a pre- 
scription (over the counter) as well as 
their incorporation in many compounds 
increases the difficulty of an accurate sur- 
vey. 

However, each patient admitted to Touro 
Infirmary from July 1, 1959, to January 
1, 1960, with gross hemorrhage, either 
hematemesis or melena, was thoroughly 
questioned as to his intake of aspirin, buf- 
ferin, anacin, APC, empirin, empirin com- 
pound, alka seltzer, as well as other types 
of medication which might contain sali- 
cylates. 

From Table 1 it can be observed that 

TABLE 1 
GASTROINTESTINAL HEMORRHAGE 
July 1, 1959 








Jan. 1, 1960 





45 Cases 
With Salicylates 26 58% 








Without Salicylates 19 42% 





of the 45 patients studied, twenty-six, or 
58 per cent, gave a positive history of 
salicylate ingestion. Of the 26 cases, 
twenty-one, or 46 per cent of the total, 
had taken salicylates within twenty-four 
hours of the onset of the gastrointestinal 
hemorrhage. This figure correlates close- 
ly with that reported by other investiga- 
tors. 

The reasons for taking the salicylate 
medication are shown in Table 2. 

In regard to sex differential, (Table 3), 

TABLE 2 
SYMPTOM FOR WHICH SALICYLATES WERE TAKEN 


Headaches 13 41% 
Abdominal Pain 6 19% 
Arthritis 5 16% 
Nervousness 3 9% 
Bursitis 2 6% 

¥ 

1 

1 








Weakness 3% 
Sleep 8% 
Flu 3% 





TABLE 3 
SEX 








Total Salicylates 
Male 27 17 63% 


Female 18 9 50% 


No Salicylates 
10 37% 


9 50% 











there were 27 males and 18 females. The 
salicylate group included 63 per cent of 
the males and 50 per cent of the females. 
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The ages ranged from 27 to 88 years with 
a mean of 54.5 years. (Table 4). In the 


TABLE 4 
AGE 








Total Salicylates _No Salicylates_ 
Range 27-88 31 to 78 27 to 88 

years years years 
Mean 54.5 

years 








55 years 54 years 





salicylate group, age ranged from 31 to 
78 years with a mean of 55 years. Thus, 
age interestingly revealed no clue. 

The x-ray findings, either during or aft- 
er the hemorrhage, are shown in Table 5. 


TABLE 5 
GASTROINTESTINAL HEMORRHAGE WITH SALICYLATES 








X-ray Findings 
Active Peptic Ulcer 10 37% 
Hypertrophic Gastritis 8% 
Deformed Duodenal Bulb 16% 
Hiatal Hernia 4% 
Normal G. I. Series 19% 
No X-rays Taken 16% ~ 








Of these possible etiologic factors, active 
peptic ulcer was present in 37 per cent of 
the cases; normal G.I. series were re- 
corded in 19 per cent of the cases. 

The final diagnoses entertained clinic- 
ally (Table 6) included peptic ulcer, hem- 


TABLE 6 
GASTROINTESTINAL HEMORRHAGE WITH SALICYLATES 








Final Diagnosis 
Peptic Ulcer 18 69 % 
Hemorrhagic Gastritis,C.U. 2 8% 
Hemorrhage Secondary to 
Aspirin 2 8% 
Cause Undetermined 4 15% 








orrhagic gastritis, hemorrhage secondary 
to aspirin in 2 of the cases, and hemor- 
rhage of undetermined cause in 4 of the 
cases. 

From this data no definite conclusions 
could be drawn without a more thorough 
study of the etiological factors of gastro- 
duodenal hemorrhage independent of sal- 
icylates. 

Selye'4 demonstrated experimentally 
that capillary engorgement with minute 
hemorrhages would occur in the stomach 
of rats when exposed to any type of stress. 
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Emotional Stress 
Wolf and Wolff, in 1948, were the first 
to report their observations of emotional 
stress with ulcer and hemorrhage in the 
stomach of humans. 


Breckenridge and his co-workers '* re- 


cently reported the development of acute 
gastric erosion in 6 previously eupeptic 
patients exposed to stress of different 
types, including trauma, infection, cere- 
bral hemorrhage or operation. Every case 
was fatal, five dying from hemorrhage. 
This finding is consistent with other re- 
ports of hemorrhage following stress." 

The mechanism of stress upon ulcera- 
tion is still not clear. The nonspecific ef- 
fects.of stress produced through the hor- 
monal mechanism of the hypothalamic- 
pituitary-adrenal gastric axis has been 
suggested by Selye * and popularized by 
Gray and his co-workers.!* The hemor- 
rhagic aspects may be considered a part 
of this hormonal action and yet may well 
be independent of it. Thus, it is apparent 
and an accepted fact that the bleeding 
from the G.I. tract can emanate from 
the stress factors alone. 


Are Salicylates a Contributing Factor? 

Why should salicylates be considered as a 
contributing factor to massive gastroin- 
testinal hemorrhage? The answer lies in 
the fact that in addition to previously 
mentioned studies, many other investi- 
gators have reported blood loss from G. I. 
tract following salicylate therapy. 

Lange ’° revealed that chronic adminis- 
tration of salicylates regardless of solu- 
bility or formula was an important cause 
of occult bleeding. Stubbe’s clinical stud- 
ies !° of rheumatoid arthritics and controls 
on salicylate therapy reported 70 per cent 
positive stools for occult blood in both. 
Matsumoto and Grossman,”° with the use 
of radioactive CR 51, revealed that blood 
loss in the feces after aspirin rose in 
every subject, the usual ranging from 0.2 
to 13.5 ml. per day. 

What is the story of salicylates with 
reference to the gastrointestinal tract? 
Douthwaite and Lintott® first described 
gastroscopic findings in 16 patients swal- 


lowing aspirin, reporting varying degrees 
of hyperemia, vascular engorgement, and 
submucosal hemorrhages. However, Paul 24 
contradicted these findings after gastro- 
scoping 1000 patients. Wolf and Wolff 
were unable to produce any change on the 
mucous membrane of the gastrostomy 
after dusting aspirin on it. The counter 
argument soon arose that dust did not 
have the same irritating effects as larger 
particles, presumably those which one 
might anticipate on swallowing the pill. 
Forssell 2? described the particles as be- 
ing gripped by the muscularis mucosa, ap- 
parently leaving cavities. However, Paul’s 
thorough observations *! implied that these 
were illusions, not really cavities, but 
shadows cast by the particles on the mu- 
cous membrane. 

Muir and Cossar § after looking at gas- 
trectomy specimens from patients given 
insoluble aspirin preoperatively, concluded 
that salicylates produced an erosive gas- 
tritis. However, the routine gastrectomy 
specimens after administration of aspirin 
by Alvarez and Summerskill ''! were less 
conclusive, owing to frequent presence of 
hemorrhage and acute erosions in control 
specimens. Our own observations, though 
few, would tend to agree with the latter. 

The theory of allergy has been postu- 
lated. We are aware of the hypersensi- 
tivity to aspirin, manifest usually by urti- 
caria and angioneurotic edema. This could 
account for an occasional massive G.I. 
bleeder but is the exception.”* 

The demonstration of increased gastric 
acidity by aspirin could explain activation 
of chronic ulcers but could not account for 
the occult blood in one case of pernicious 
anemia described by Alvarez and Summer- 
skill." 

It is generally accepted that adrenal 
corticosteroids may produce peptic ulcera- 
tion. The stimulation of the adrenal cor- 
tex to increase corticosteroid activity by 
salicylates has been demonstrated and 
could contribute to the hemorrhagic ten- 
dency in known peptic ulcers.24 | 

Shapiro * suggested that hypoprothrom- 
binemia follows large doses of salicylates 
in man, and this was evidently responsible 
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for the bleeding in certain cases.2* How- 
ever, other observers failed to confirm 
either prolonged prothrombin time or al- 
teration in bleeding or.clotting time. Like- 
wise, in our small series, all prothrombin 
determinations that were performed were 
reported within the normal range. 

Frick 27 suggested that salicylates in- 
creased capillary fragility and permea- 
bility. In his cases he was able to dem- 
onstrate this by positive Rumple-Leedes 
tests in his patients on salicylates, the 
test returning to normal when the drug 
was withdrawn. This theory appeals to 
us as a likely answer and bears further 
intensive investigation. 

The clinical observation of epistaxis 27 
and vaginal bleeding ** after salicylates 
would infer a systemic effect on blood co- 
agulation. Quick,?” whose name is synono- 
mous with factors of hemostasis, stated 
speculatively that first in importance is 
the integrity of the vessel wall. Even in 
hyperheparinemia, hemostasis is remark- 
ably effective and breaks down only when 
the injury to the capillaries is severe. 

Salicylate intake is highest in emotion- 
ally and physically taxed individuals. In 
our series, headache, pain, nervousness, 
ete. contributed to 91 per cent of the 
reasons for taking salicylates. 

The equation can now be simplified to: 

Stress plus salicylates equals capillary 
engorgement plus increased capillary fra- 
gility equals hemorrhage. 


Conglusions 


The purpose of this survey was to fa- 
miliarize us with a causal relationship of 
salicylates and G. I. hemorrhage. Although 
the mechanisms are not definitely known, 
it is our impression that salicylate admin- 
istration does influence hemorrhage in 
terms of increased capillary fragility. 
Therefore, we feel that salicylate analge- 
sics should not be used in the presence of 
ulcers, active or inactive. Furthermore, 
the surgeon should be ever mindful of 
the possibility that salicylates could be 
responsible for massive upper G. I. hemor- 
rhage. The failure to find a definite bleed- 
ing site should reinforce the probability in 
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those chronic aspirin users. And, follow- 
ing a subtotal gastrectomy in these cases, 
care should be taken to withhold further 
salicylates postoperatively. 


Summary 


1. Stress of different types including 
physical and emotional trauma and infec- 
tion is the primary cause for gastric ero- 
sions and may be the sole cause for thé 
incidence of hemorrhage in upper G.I. 
bleeding. 

2. It has been suggested that salicy- 
lates have an effect on increasing capil- 
lary fragility. In the presence of stress, 
salicylates may be responsible for a rea- 
sonable percentage of G.I. hemorrhage, 
cause undetermined, as well as hemor- 
rhage from activation of known gastro- 
intestinal pathology. 

3. A six month review at Touro Infir- 
mary revealed 58 per cent of the cases of 
massive G.I. bleeders had taken salicy- 
lates prior to admission to the hospital. 

4. Continuing laboratory investigations 
are in progress to study the relationship 
between salicylates and capillary permea- 
bility. 
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The Mosquito Hypothetically Considered as an Agent in the 
Transmission of Yellow Fever Poison 


By Dr. Charles Finlay 

Translated by Dr. Rudolph Matas 
* * * In order to meet the exigencies of this question it was found necessary to 
ascend as high up in the animal scale as the insect class, and keeping in mind, at the 
same time, that yellow fever is characterized clinically, and according to most recent 
labors, histologically, by vascular lesions and physico-chemical alterations of the 
blood, it seems natural that this agent could be found in that class of insects which, 
by penetrating into the interior of the blood vessels could suck up the blood together 
with any infecting particles contained therein, and carry the same from the diseased 
to the healthy. Finally, on account of various reasons which it would be idle to 
relate, I asked myself if it was not the mosquito that transmitted the yellow fever 
poison. 


Let us begin by recalling in a few words the geographical distribution of the 
mosquito. In a general way, it may be stated that the mosquito is found everywhere, 
excepting in elevated localities. In fact, the dipterous insect which now occupies us, 
the genus culex, which many believe the special plague of tropical regions, exists, on 
the contrary, in all latitudes. 


New Orleans M. & S. J. 10:602 (February) 1882 


THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 





Otitis Media in Children* 


@ The value of sulfa and antibiotics in otitis media is not to be de- 
nied, but this still remains a condition that frequently calls for myrin- 


gotomy. 


Sey this era when the chemotherapeutic 
and antibiotic agents have so greatly 
reduced the morbidity of acute otitis 
media, and have practically eliminated 
surgical procedures for acute suppurative 
processes in the temporal bone, one might 
question the necessity for further discus- 
sion on this subject. 

Although there is some truth in the 
statement that the otologist’s practice has 
become to some degree more medical than 
surgical, otology is still a surgical special- 
ty and those who practice it, whether 
pediatricians or generalists, must be sur- 
gically minded and prepared to make a sur- 
gical diagnosis in this field. The trained 
otologist, with his extensive experience in 
temporal bone infections, regards with 
considerable apprehension the frequent 
purely medical treatment of otitis media. 
It has been noted that an attitude still 
exists that all cases of acute otitis media, 
and one might say, all cases of earache, 
should be treated with antibiotics, anti- 
histimines, and nasal decongestants; that 
the tympanic membrane should be al- 
lowed to rupture spontaneously if it will, 
and infrequently be incised. As a result 
of such treatment, recurrent attacks of 
otitis media are more frequent today than 
when they were in the days when this 
disease was managed by incision and 
drainage alone; and by repetition of this 
antibiotic therapy timidly and interrupt- 
edly with each acute exacerbation, the 
pathologic middle ear lesion is gradually 
converted into a chronic situation with 
impairment of hearing as well.! Func- 
tional testing of hearing in such cases 


*From the Department of Otorhinolaryn- 
gology, Louisiana State University School of 
Medicine, New Orleans, Louisiana. 
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has led many otologists to believe that if 
normal hearing is to be conserved in such 
ears, the patient would be best served 
if, in addition to the use of antibiotics, 
early drainage of the middle ear infection 
through a carefully placed and performed 
incision of the tympanic membrane were 
also instituted. 

With a view to re-emphasizing the basic 
concepts in the management of otitis me- 
dia, it is therefore believed appropriate 
to discuss this problem in 1961. 


Acute Suppurative Otitis Media 

The diagnosis of acute suppurative oti- 
tis media presupposes the presence of pus 
in the middle ear. The classical symptoms 
and signs, including earache, fever, leuco- 
cytosis, impaired hearing, and a red bulg- 
ing tympanic membrane need not be dis- 
cussed in detail for they are well known. 
Known also is the fact that there is con- 
siderable variation from this classical pic- 
ture in many instances, depending upon 
the rapidity of development of the abscess, 
the bacteriology of the infection, and the 
alteration of virulence of the infecting or- 
ganisms produced by inadequate antibi- 
otic or chemotherapy in the early stages 
of inflammatory changes in the tympanic 
mucosa. Such variations may be evidenced 
by lack of fever and pain. The drum mem- 
brane may be yellow and bulging to vari- 
ous degrees. In some instances, particu- 
larly pneumococcal infections, local sug- 
gestive symptoms may remain minimal up 
to the time of extension of the process 
into the cranial cavity to produce sinus 
thrombosis, meningitis or brain abscess. 
It should be repeated for emphasis that 
the diagnosis of acute suppurative otitis 
media presupposes the presence of pus in 
the middle ear. To arrive at such a diag- 
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nosis demands careful examination of the 
ears, nose and throat. The external canal 
must be free from all foreign material 
to, allow for inspection of the entire tym- 
panic membrane. After such inspection, 
intelligent evaluation of abnormal find- 
ings must be made. Having arrived at a 
diagnosis of acute suppurative otitis me- 
dia by deciding from clinical examination 
that there is pus in the middle ear, the 
treatment required is obvious. Myringot- 
omy is demanded! A surgical diagnosis 
has been made and there is an uncom- 
promising demand for surgical treatment 
—now—not tomorrow, or next week and 
not after a trial of antibiotics. Since 
there is no necessity to discuss all phases 
of.this subject, the author would like to 
answer questions that have been asked 
on frequent occasions by pediatricians, in- 
ternists, and generalists. 


Should Early Myringotomy be Done in 
Every Case of Otitis Media? 


The answer is obviously no. Nonsup- 
purative acute otitis media should be 
treated medically. A child complaining of 
earache and demonstrating a bright red, 
perhaps retracted, drum membrane which 
may be the site of a small bleb does not 
need myringotomy. Nor does he need 
necessarily sulfa, penicillin or one of the 
mycins. In the absence of severe infec- 
tion of the upper air passages, the otitis 
media may subside spontaneously without 
suppuration. If there is present also an 
acute follicular tonsillitis, an acute exu- 
dative nasopharyngitis, or an acute sup- 
purative sinusitis, the sulfonamides, pen- 
icillin or broad spectrum antibiotics are 
indicated and may serve to abort the 
otitis media. Such a patient should be 
kept under observation, however, and my- 
ringotomy accomplished as soon as there 
is evidence of pus in the middle ear which 
may be only a matter of hours. 


Why Not Let the Tympanic Membrane 
Rupture by Itself Instead of Incising it? 
A statistical study made by Maxwell 
and Brownell in 1940,? and essentially at 
the threshold of the antibiotic era, of 


over 1,500 cases of acute suppurative oti- 
tis media, demonstrated conclusively the 
following facts; 

1. In the majority of instances (60 per 
cent) spontaneous perforation occurred 
after three days of symptoms. Thus, in 
building up pressure in the middle ear for 
more than three days, the increased op- 
portunity for spread of infection to the 
mastoid is obvious. It was shown further 
that there is no tendency for a child’s 
drum membrane to rupture earlier than 
an adult’s. 

2. When spontaneous perforation of 
the tympanic membrane does occur, the 
drainage is frequently inadequate. Fur- 
thermore, the later the spontaneous per- 
foration, the less adequate the drainage 
as demonstrated by the observation that 
in those patients experiencing spontane- 
ous perforation after three days of symp- 
toms, secondary myringotomy was de- 
manded in nearly twice as many instances 
as in the group whose tympanic mem- 
branes ruptured before three days of 
symptoms. 

3. Mastoiditis is less likely to develop 
in individuals who have the benefit of a 
myringotomy early in the course of an 
acute suppurative otitis media. In a group 
of 558 cases of acute suppurative otitis 
media proceding to spontaneous recovery, 
55 per cent had an early myringotomy. In 
727 patients with surgical mastoiditis, 
only 22 per cent had the benefit of early 
myringotomy. Nearly half of the latter 
group had been permitted to proceed to 
spontaneous perforation of the tympanic 
membrane. 


Dangers of Myringotomy 

Are there not some dangers associated 
with myringotomy due to the likelihood 
of introducing infection into the middle 
ear, and of injuring the contents of the 
middle ear? 

There are theoretical dangers in this 
procedure but they are greatly outweighed 
by the dangers of leaving pus under pres- 
sure in the middle ear cavity. 

First, in the absence of an external 
otitis there is little if any danger of intro- 
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ducing infection into the middle ear if a 
sterile myringotomy knife is used. The 
tympanic membrane does not need to be 
prepared by using a bactericidal solution. 

Second, with reasonable care and gentle- 
ness there is practically no danger of dam- 
aging the middle ear contents by myrin- 
gotomy. Individuals retain normal hear- 
ing after repeated score and two score 
myringotomies providing that a necrotiz- 
ing infection does not destroy portions of 
the drum membrane or the tympanic mu- 
cosa. 


Use of Sulfa and Antibiotics 


Why not use sulfa or an antibiotic rou- 
tinely in all cases of acute otitis media, 
suppurative and nonsuppurative, since ex- 
perience has shown that most of them will 
resolve without drainage under this form 
of treatment? 


There are several aspects to this ques- 
tion which should be considered individu- 
ally. 

In the first place, it is generally con- 
ceded that such medical therapy is never 
a substitute for an indicated surgical op- 
eration. It has been said that nature may 
be a good doctor, but she is a very poor 
surgeon! Many infections in the body can 
be aborted by properly chosen chemical 
and biological preparations and thus cured 
before the indications for surgical drain- 
age develop. After surgical drainage, such 
medical therapy may be most valuable in 
decreasing the morbidity and in prevent- 
ing complications which might prove fatal. 

In the second place, not all cases of 
acute otitis media need such medical ther- 
apy. Sulfa and the antibiotics are not in- 
nocuous substances, it is known. The un- 
desirable side effects and the deleterious 
toxic and allergic manifestations are well 
known. Furthermore, it is also recognized 
that these agents are far too valuable to 
waste by indiscriminate use and thus 
chance a sensitization reaction which may 
preclude the possibility of using the drug 
during some future illness when it is ur- 
gently needed. Experience in the preanti- 
biotic days demonstrated that 95 to 97 
per cent of cases of acute suppurative oti- 
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tis media resolved spontaneously without 
mastoid surgery. Certainly less than half 
of these cases had a stormy or septic 
course in recovery. Thus it may be esti- 
mated that there is a large group of even 
the suppurative cases that does not need 
antibiotic therapy. 


Finally, conceding that even in the in- 
stances when pus is present in the middle 
ear, the infection may subside and the 
pus be absorbed, there are two very real 
dangers in depending on antibiotics and 
the antihistamines to accomplish a cure 
unaided by surgical drainage. The first 
of these is the danger of producing a 
greatly attenuated smoldering infection 
which will eventuate in the insidious de- 
velopment of mastoiditis with complica- 
tions. This is not a theoretical possibility 
but a reality encountered by otologists 
today with sufficient frequency to cause 
them real concern. The second danger is 
that of permanently impaired hearing pro- 
duced by mucosal thickening and evén 
scar tissue after the absorption of pus. 
An undrained abscess in any body cavity 


will produce such sequelae. In nonsuppu- 


rative cases of otitis media aborted hy 
medical therapy, a serous infusion into 
the middle ear may occur and produce 
hearing impairment which may go unno- 
ticed for long periods in children not sub- 
jected to careful follow-up examinations. 


Otitis Media with Effusion 


A second but closely allied condition 
mentioned above, is otitis media with ef- 
fusion—known also as secretory otitis, 
catarrhal otitis, glue ears, etc. It is often 
neglected because of faulty diagnosis and 
is commonly mistreated. It is a frequent 
cause of hearing impairment in children, 
and one which lends itself to remedial 
therapy. It may be the result of baro- 
trauma, infection, allergy or possibly vaso- 
spasm. There is overwhelming evidence 
that an early suppurative otitis media 
aborted by antibiotic therapy may result 
in an effusion of clear amber serum into 
the middle ear. Without earache, fever, 
or general reactive symptoms, the child is 
seemingly cured of his infection. The 


151 








OTITIS MEDIA IN CHILDREN—BLATT 


adult will complain of a feeling of stuffi- 
ness in the ear and hearing impairment, 
but the young child is not likely to com- 
plain of these symptoms. If one ear is 
involved, the parents may not notice the 
impaired hearing, but it is likely that 
there will be some decline in the quality 
of the child’s school work or marked 
change in television listening habits. 

Examination will give evidence of a con- 
ductive type of hearing loss. The mem- 
brana tympani may appear to be normal 
on casual inspection; but on more careful 
study it will be seen to have an amber 
color due to the serum behind it. Bubbles 
or a meniscus of fluid may be visible. If 
the fluid has been present for sometime, 
the drum may be thickened, retracted and 
grayish-blue. 

If the process is new and acute it should 
be given an opportunity to subside spon- 
taneously. In children who have the con- 
dition in the subacute stage, that is clear 
fluid that remains in the middle ear for 
two or three weeks after causative upper 
respiratory infection has subsided; allergy 
and/or hypertrophic adenoid tissue in the 
nasopharynx should be suspected and re- 
moved. Adenoidectomy and myringotomy 
should be done—well done—with particu- 
lar effort to remove lymphoid tissue from 
the fossae of Rosenmuller. This invari- 
ably effects a cure. 

Finally it should be stated that when 
antibiotics are used in otitis media, the 
dosage should be adequate; the drugs con- 
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tinued until the infection has subsided 


completely, and the patient kept under ob- 


servation. A child is much safer to be de- 
prived of these drugs than he is to have 
one or two shots of penicillin or a few 
teaspoons of a mycin and instructed to be 
brought back if he is still in trouble. It 
is particularly dangerous to use such ther- 
apy timidly and interruptedly. Repeated 
infections demanding reinstatement of 
medical regimen mean a continuous focus 
of infection either in the nasopharynx or 
in the mastoid. 


In conclusion, it should be reiterated 
that the antibiotics have been of tremen- 
dous value in decreasing the morbidity of 
acute suppurations in the middle ear and 
nearly eliminating complications due to 
extension of infection beyond the boun- 
daries of the middle ear cavity. Their 
place in the physician’s armamentarium is 
definite and their value when properly 
used has been proven. 


They are not substitutes for an indi- 
cated surgical operation nor are they sub- 
stitutes for painstaking clinical examina- 
tion. They should be selected with care, 
administered judiciously and treated with 


respect accorded narcotics and potential 
poisons. 


References 


1. Lempert, J.: For the Good of Otology, Trans. 
Amer. Acad. Ophth. & Otolaryngol. 57:384, 1953. 

2. Maxwell, J. H. and Brownell, D. H.: Acute Sup- 
purative Otitis Media: Statistical Study of 1514 Cases 


of which 896 were Surgical, Ann. Otol., Rhinol. and 
Laryngol. 49:978, 1940. 


THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 

















Clinical Experience With Rauwolfia-Flumethiazide 


(Rautrax") in the Treatment of Arterial Hypertension 


@ The benefits of the drug are enumerated together with the results 
in twenty-two patients with arterial hypertension. 


iG has been estimated that 95 per cent 
of all patients with elevated blood pres- 
sure seen in general practice suffer from 
essential hypertension. Of these, it is fur- 
ther estimated that more than 80 per 
cent are over 40 years of age. 


Because it affects such a sizable pro- 
portion of our middle-aged population, the 
treatment of hypertension presents a con- 
tinual challenge to the practitioner. Suc- 
cessful treatment of hypertension remains 
difficult in spite of the wide variety of 
therapeutic agents available, so that in 
many patients the disease progresses un- 
favorably for extended periods of time. 


With recent observations that diuretic 
agents (such as chlorothiazide) not only 
themselves possess antihypertensive prop- 
erties, but further, that they exert a dis- 
tinct potentiating effect on other hypoten- 
sive drugs,” a promising new avenue of 
treatment was opened for the patient suf- 
fering from arterial hypertension. Origi- 
nal investigations along these lines were 
made by Hollander and Wilkins* and 
were concerned chiefly with chlorothia- 
zide. However, other chemically related 
agents were also studied in an effort to 
find a more potent but less toxic com- 
pound which would achieve the same ther- 
apeutic end. This was realized in flume- 
thiazide, a compound similar in structure 
to chlorothiazide, but in which the chlorine 
atom is replaced by a trifluoromethyl 
group. Cohen‘ has noted an absence of 
gouty episodes and skin reactions common 
to chlorothiazide in patients treated with 
flumethiazide. He remarks, “Introduc- 
tion of the trifluoromethyl] group into the 
chlorothiazide molecule may, therefore, be 
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responsible for decreased toxicity without 
loss of potency ...” 4 Another virtue of 
flumethiazide is that it has less effect on 
potassium excretion than chlorothiazide,> 
thus sparing the patient from electrolyte 
balance disturbances. 


In Rautrax, a recently introduced oral 
hypotensive-saluretic preparation, flume- 
thiazide has been combined with whole 
root Rauwolfia serpentina, an established 
hypotensive agent.5-? Rautrax also con- 
tains potassium chloride as an added pres 
caution to offset potassium depletion and 
electrolyte imbalance. Numerous satisfac- 
tory reports concerning this combination 
drug have already appeared in the litera- 
ture.’-!!_ The purpose of this study was to 
see whether these findings could be du- 
plicated on an unselected series of typical 
office patients with essential and malig- 
nant hypertension of varied duration. 


Methods 


The Patients—Twenty-two unselected 
patients, typical of those seen in private 
practice, comprise this study, all of whom 
required treatment for arterial hyperten- 
sion. Ten patients were males, 12 were fe- 
males. Six were negroes. With the excep- 
tion of one individual 25 years old, all pa- 
tients were between 53 and 78 years of 
age. 

At the outset, each patient received a 
complete physical examination, which in- 
cluded urinalysis and blood pressure deter- 
mination. Immediately prior to the begin- 
ning of therapy, blood pressure was rede- 
termined to establish control values. Two 
patients in this study were diagnosed as 
“malignant hypertension”. All others were 
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diagnosed as “essential hypertension’. 
The pretreatment duration of illness of 
these patients ranged from several weeks 
to ten years. Unfortunately, it could not 
‘ be determined for every individual. In 
addition, one patient (No. 15) also suf- 
fered from diabetes mellitus and was on 
concomitant insulin therapy throughout 
this study. 

Prior to therapy with Rautrax, 16 pa- 
tients had been receiving treatment with 

other hypotensive medication, principally 
’ Nitranitol® with or without phenobarbi- 
tol, Serpasil® and Unitensin®. Control val- 
ues for blood pressure were established in 
each patient immediately previous to be- 
ginning of therapy. Within the group, 
these values ranged from 160 to 230 mm. 
Hg. systolic and 90 to 110 mm. Hg. dia- 
stolic. The minimal and maximal mean 
pressures 

(systolic pressure + diastolic pressure) 

2 





of the group 
before treatment were 125 and 170 mm. 
Hg. respectively. The average mean blood 
pressure of the group was 145 mm. Hg. 

The Medication.—Rautrax is a combina- 
tion of hypotensive and diuretic agents, 
administered orally. Rautrax contains 
three components: (1) Rauwolfia serpen- 
tina whole root, a highly effective and 
well established medication; (2) flumethi- 
azide, a nonmercurial diuretic agent de- 
rived from chlorothiazide with similar di- 
uretic and natriuretic activity but with 
lessened kaliuretic activity; and (3) po- 
tassium chloride, to minimize electrolyte 
imbalance due to potassium loss following 
sustained diuresis. 

Each tablet of Rautrax contains 50 mg. 
Rauwolfia serpentina whole root, 400 mg. 
flumethiazide and 400 mg. potassium 
chloride. 

Treatment.—All patients began treat- 
ment with Rautrax on a dosage schedule 
varying from 1 to 4 tablets daily, depend- 
ing on individual requirements. The aver- 
age dose was three tablets daily. The 
course of treatment varied in length from 
three to fifty-four weeks, depending on 
response and toleration of the medication. 


In addition to the above regimen, patients 
were placed on a specific low-sodium diet. 


Results 


The results of treatment in this series 
of 22 hypertensive patients with Rautrax 
are summarized in Tables 1 and 2. 


Blood pressure was lowered in every 
patient as a result of therapy with Rau- 
trax. With the exception of one patient 
(No. 1), the mean blood pressure of each 
patient was reduced at least 10 mm. Hg. 
from initial control values. A drop in pres- 
sure termed “significant”? (mean blood 
pressure drop of at least 20 mm. Hg.) was 
evident in 12 patients or 55 per cent of 
cases. The majority of patients were 
found to return to relatively normotensive 
values in relation to their age group as 
a result of treatment with Rautrax. 


Toxic effects were seen in only two pa- 
tients. One patient (No. 5) complained 
of nausea and nervousness, necessitating 
discontinuance of therapy. A second pa- 
tient (No. 21) demonstrated allergic man- 
ifestations which included rash accom- 
panied by swelling of the hands and feet. 
Upon withdrawal of the drug, these symp- 
toms promptly abated. After one week, 
the patient was put back on Rautrax with 
no subsequent side effects. In 3 patients 
(Nos. 6, 12, 14), response to Rautrax was 
considered inadequate or unsatisfactory 
and therapy was terminated. 


The average mean blood pressure of the 
group after therapy with Rautrax was 125 
mm. Hg. This is a significant reduction 
from the control value of 145 mm. Hg. be- 
fore therapy. 


Discussion 


Based on improvement in blood pressure 
and therapeutic response to the drug, the 
results achieved with Rautrax in this 
series of patients may be evaluated as in 
Table 3. 

From the above results, it is evident 
that Rautrax has a very definite regula- 
tory effect on the elevated blood pressure 
of hypertensive patients. It is gratifying 
to note that every patient participating in 
this study achieved a depression in his 
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TABLE 1 
BLOOD PRESSURES OF 22 HYPERTENSIVE PATIENTS BEFORE AND AFTER THERAPY 
WITH RAUTRAX 












































Case Patient Sex Control BP Change in 
Be Age of Mean BP* BP after Rautrax Mean BP* Mean Pressure 
1 74 F 160/90 125 150/80 py 8 
2 64 F 200/106 153 170/90 130 23 
3 70 M 176/100 138 160/96 128 10 
4 68 F 170/100 135 160/90 125 10- 
5 78 M 200/100 150 170/100 135 15 
6 68 M 170/90 130 136/80 108 22 
7 17 F 190/100 145 150/86 118 27 
3 78 F 190/100 145 160/96 128 17 
9 59 F 196/100 148 170/100 135 13 
10 74 M 200/110 155 170/100 135 20 
11 59 F 190/106 148 150/90 120 28 
12 25 M 170/100 135 160/90 125 10 
13 68 F 230/110 170 150/90 120 50 
14 60 M 202/100 151 180/100 140 EE 
15 64 F 200/110 155 160/90 125 30 
16 78 M 200/100 150 170/90 130 20 
17 70 F 200/100 150 146/90 118 32 
18 78 F 200/100 150 170/100 135 15 
19 58 M 170/90 130 148/90 119 11 
20 55 M 180/110 145 160/90 125 20 
21 53 F 176/110 143 134/90 112 31 
22 53 M 170/100 135 140/90 115 20 
*Mean pressure = (systolic pressure in mm. Hg + diastolic pressure in mm, Hg) 
2 
TABLE 2 
SUMMARY OF BLOOD PRESSURE RESPONSE IN 22 HYPERTENSIVE PATIENTS 
TREATED WITH RAUTRAX 
Average Mean Blood Pressure e es screed 
Patients No. of Cases Before Rautrax After Rautrax Change mm. Hg No. of Cases 
Male 10 142 126 16 5 
Female 12 147 124 23 7 
Totals for group 22 145 125 20 12 
TABLE 3 any patient; even the diabetic patient (No. 
Response No. of Cases Per Cent 15) responded well to Rautrax and dem- 
Excellent 1 5 onstrated no unfavorable effects. 
Good 15 68 Two patients with “malignant hyperten- 
he : a sion” (Nos. 1 and 5) responded less satis- 
ee as Pris factorily than other patients in the group. 
Total 22 100 Most of the patients with essential hyper- 





blood pressure, and that the great majori- 
ty of these patients tolerated Rautrax 
well, remaining free from toxic effects. 
Those sensitivity reactions that were seen 
were limited to 2 patients. Rautrax was 
discontinued in both instances, but one of 
these patients was able to resume therapy 
after a brief interruption without further 
reactions. 

No electrolyte imbalance was noted in 
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tension responded beautifully to the drug, 
the average mean change in pressure for 
the entire group being 20 mm. Hg. It 
would therefore seem that Rautrax should 
be earnestly considered when effective 
and well-tolerated therapy is required for 
the ambulatory patient with essential hy- 
pertension. 


Summary 


Twenty-two unselected patients with ar- 
terial hypertension of various lengths’ 


155 





RAUWOLFIA—FLUMETHIAZIDE (RAUTRAX®)—FLAKE 


duration were treated with Rautrax, an 
antihypertensive-saluretic preparation. On 
a dosage program of 1 to 3 tablets daily, 
every patient demonstrated a reduction in 
blood pressure. Average mean blood pres- 
sure for the group fell from 145 to 125 
as a result of treatment with Rautrax. 
Two cases of side effects were observed, 
one of nausea, a second of rash accom- 
panied by swelling of the extremities. 
Therapy was discontinued in both cases, 
but the second patient resumed treatment 
after a week’s interruption with no fur- 
ther unpleasant effects. No other toxic 
effects or instances of electrolyte imbal- 
ance were noted. Rautrax provided effec- 


tive, well-tolerated antihypertensive ther. 
apy for the great majority of patients par- 
ticipating in this study. 
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1881 


According to Mother Shipton, at some unstated period during the newly born 
year, all earthly objects, pursuits, hopes, and projects, are to be placarded with the 
startling word “Finis,”—an inscription pleasant to very few except the book maker 
and play writer. Even some of our contemporaries have become possessed of the 
mantle and spirit of prophecy, and tell us of the baleful influences which unusual 
planetary conjunctions are on the point of exercising over the unfortunate little 
sphere where our lots have been cast. Other seers who seek to forecast the future 
more accurately by predicating its disclosures upon alleged actual occurrences tell 
us of those huge melanotic blotches on the sun’s disk, which are soon to coalesce 
and shut out forever the entire face of the god of day. In spite of all these woeful 
presages, we venture to offer our readers the usual compliments of the season, and 
wish for each and every one, a happy, happy and prosperous New Year. No doubt, 
1881 will afford the same checkered history of all its predecessors: weal to many; 
woe to others. In the main, we trust our own profession will be found on the sunny- 
side of the grand posting of accounts at the end of the year, and then be able to 
repeat once more the memorable expression of Portal: “The medical profession is 
as one man living always and always learning.” 


New Orleans M.&S.J., 8:669, (January) 1881. 
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importance of Dental Health Service 


@ This article was prepared at the request of the Commission on the 
Survey of Dentistry in the United States. 


ft thes principal diseases affecting the 
teeth are caries and periodontoclasia 
(“periodontal disease”). It is estimated 
that less than 25 per cent of the loss of 
teeth in this country results from caries; 
more than 75 per cent from periodonto- 
clasia. 
Caries 

The average 10 year old child has be- 
tween 2 and 3 decayed, missing or filled 
(DMF) teeth. By 14 or 15 he has several 
more and by adult age still more. Almost 
every adult has already sustained more 
or less caries damage. 

People in the more favorable and more 
fortunate circumstances receive dentist’s 
diagnosis and treatment of their cavities. 
Many fillings sooner or later break down 
from time to time and have to be replaced 
with more extensive and more complicated 
restorations. At any time infection may 
reach the pulp and the tooth may be fi- 
nally lost. 

Treatment of caries—filling and repeat- 
edly filling cavities and other restorations 
—composes a large part of dental practice 
at the present time. This is the dental 
service people want and are willing to 
pay for, and is what the dentist is trained 
best to do. It tends to retard the destruc- 
tive disease process and to prevent or to 
postpone infection of the pulp and final 
loss of the tooth. Therefore, dental health 
service for this purpose, if for no other, 
is of great importance for human welfare. 


Periodontoclasia 
Periodontoclasia is a universal! disease 
of man, originating (as gingivitis) in 
childhood and continuously progressing 


*Dean Emeritus and Professor of Experi- 
mental Medicine Emeritus, Tulane University 
School of Medicine, New Orleans, Louisiana. 
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until all the teeth are lost, if the person 
lives long enough. There is great varia- 
tion in the rate of advancement of the dis- 
ease about different teeth in the same 
mouth and in different individuals. This 
is influenced largely by the oral hygiene 
habits and methods of the individual. 

Although some teeth are actually lost 
from this disease before the age of 35 or 
40, total loss usually occurs during the 
age period of 40 to 60, in people who make 
inadequate, inappropriate or no oral hy- 
giene effort. Under more favorable cir- 
cumstances some of the teeth (rarely all . 
of them) may be retained into the 70’s or 
80’s or beyond. 

If we take 70 years as a convenient 
figure for life expectancy at the present 
time it is apparent that the average per- - 
son will spend his last ten to twenty years 
almost or entirely edentulous. Usually 
long before the last few teeth are lost 
others have already been lost from time 
to time. This means progressively in- 
creasing handicap, disadvantage and im- 
pairment of function and the consequences 
thereof, over a considerable period of 
years. 

Periodontoclasia is treated, all too often 
by radical procedures and with limited suc- 
cess, mostly by a relatively small number 
of specialists in the field. Their attention 
and interest are directed chiefly to the ad- 
vanced stages of the disease. Under exist- 
ing circumstances only a small fraction of 
the total population with the disease now 
receive the services that are absolutely 
necessary to prevent and control it. 


Relation of Some Systemic Diseases to 
Periodontoclasia 


It is well known that blood cultures 
taken soon after operative procedures on 
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the teeth, such as extractions and perio- 
dontal treatment, show bacteremia in a 
large per cent of instances.2* Recently, 
use of improved technics has yielded + 
positive cultures after 82 per cent of ex- 
tractions and after 88 per cent of other 
periodontal operative procedures. Further 
refinement of blood culture technics can 
be expected to yield a still higher propor- 
tion of positives. 


Heavy force applied to the teeth during 


~ mastication of food, or otherwise, especi- 


ally to teeth involved in the advanced 
stages of periodontoclasia, can be expected 
to drive bacteria into the blood stream 
in the same way as operative procedures 
do, but, of course, to a lesser extent. 
Therefore, bacteremia can be expected to 
occur frequently, almost daily, during 
many years of uncontrolled advancing 
periodontoclasia. 

Many of the micro-organisms found 
present in the lesions of advanced dental 
disease—both caries and periodontoclasia 
—and those found in blood cultures follow- 
ing dental operations are similar to those 
found in diseases in other parts of the 
body, such as endocarditis, myocarditis, 
pericarditis, pneumonia, osteomyelitis, etc. 
In most of these the infection can reach 
the location only through the blood stream. 
A considerable proportion of cases of bac- 
terial endocarditis are traceable directly 
to recent previous dental operations.5-6 


Orthodontic Needs 


There are abnormalities or deformities 
in the dentitions of more than 25 per cent 
of adults, which could have been corrected 
or greatly improved by orthodontic treat- 
ment. In fact, many of them can still be 
greatly improved if the required services 
and skills were available. The unfortunate 
victim of such deformities is at a disad- 
vantage, at many places in life, as com- 
pared with others with the valuable asset 
of normal good looking teeth and mouths. 

Because of the small number of special- 
ists in this field, and circumstances which 
tend to limit the availability of their serv- 
ices, only a.small fraction of those who 
need help receive it. The rest go through 


life thus handicapped; their opportunities 
and their attainments, in some respects at 
least, thus impaired. 


Prevention 


Both caries and periodontoclasia are 
caused by microscopic organisms. The le- 
sions at first are microscopic in extent, 
they advance microscopically, the tissues 
involved are composed of microscopic ele- 
ments and the destructive processes are 
microchemical. Therefore, the etiological 
and pathological conditions at the loca- 
tions where the lesions originate and ad- 
vance can be known only through micro- 
scopic research and study. Effective pre- 
vention must be based upon the facts, not 
just opinions, as to these conditions. Erro- 
neous opinions obscure but they do not 
change scientific facts. 


Based upon accurate information as 
to the essential local etiology, secured 
through adequate microscopic research, a 
method of personal oral hygiene has been 
designed 7-8 by which, for all practical pur- 
poses, both caries and periodontoclasia 
can be entirely prevented. Not only are 
new lesions of these diseases prevented 
but further advancement of existing dis- 
ease is greatly retarded—sometimes en- 
tirely prevented —by this same means. 
Briefly it consists of a method of effec- 
tive cleaning of the teeth at the locations 
where the lesions originate and advance, 
every night before retiring. This means 
the occlusal pit and fissure areas and the 
approximal surfaces around the contact 
points, for caries; the entrance to, and 
within, the gingival crevices, for periodon- 
toclasia. 

A considerable number of dentists of 
the highest standing in their respective 
communities, some located in more than 
half of the states in the United States, 
have been taught, more or less adequately, 
this method of personal oral hygiene and 
are teaching it to their suitable patients. 
There are now literally many thousands of 
people following the method, some for sev- 
eral years, and enjoying far superior re- 
sults over anything that could occur with 
out it. ia 
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This method of personal oral hygiene 
ind the basis for it will have to be taught 
in all the dental schools in this country. 
\t present, the method is taught in only 
two of the 47 schools. This means that 
most dentists graduating now do not know 
that the principal diseases of the teeth 
are entirely preventable or how to main- 
tain the highest degree of oral cleanliness 
and dental health in their own mouths. 


Closing Statements 

Countless millions of American people, 
in all walks of life, urgently need dental 
health service upon which some part of 
their potential health, happiness, welfare 
and longevity depends. This service must 
include instruction and guidance for an 
effective method (there is only one) of 
personal oral hygiene. This is absolutely 
necessary for prevention and control of 
the principal diseases of the teeth. At the 
present time, less than one-third of one 
per cent of the dentists in this country 
have learned and are prepared to teach 
this method to their patients. 

It is a challenge to dental education to 
include effective personal oral hygiene in 
the undergraduate curriculum and to pro- 
vide the necessary refresher courses for 
graduates who have not learned it pre- 
viously. 

It is a challenge to conscientious prac- 
ticing dentists to be prepared to include 
in their services accurate and correct in- 
struction as to the exact method of per- 
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sonal oral hygiene which is necessary for 
prevention of further damage from dental 
disease. 

It is a challenge to individuals, agencies, 
institutions and organizations concerned 
with promotion of dental health-welfare, 
to get the facts as to prevention of dental 
disease for guidance in their activities. 

The diseases of the teeth constitute hu- 
manity’s most prevalent health problem— 
the most prevalent cause of long continued 
crippling, disfigurement and impairment 
of function to which man is subject. 

Good dental health service constitutes 
one of the most important health needs of 
man. 
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Editorial 


House Of Delegates Action On The Vendor Payment 


Plan And On The Kerr-Mills Bill 


The House of Delegates of the Louisiana 
State Medical Society, in one of its rare 
special sessions, took action on March 5, 
1961, in regard to the Vendor Payment 
Plan and the Kerr-Mills Bill, and approved 
both. This is a matter of considerable im- 
portance to the membership as it has a 
direct bearing on the continuing fight 
against state medicine and the efforts of 
the present administration in Washington 
to put into law the compulsory social se- 
curity type of provision for the aged. This 
would in effect be an additional increment 


of socialized medicine, and would provide 


a channel for successive changes which 
would enact the whole socialist program. 

The present situation and the events 
leading up to it may be profitably re- 
viewed here. In recent years, increased 
benefits for those on the welfare rolls 
were provided by Congress. Among these 
benefits were specifications for medical 
care of the aged and those on general as- 
sistance. Provisions for the payment of 
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this medical care were written into the 
law and the sections covering the payment 
to physicians stated that under certain 
circumstances the payment must be made 
direct to the physician as the vendor of 
medical service. This became known as 
the Vendor Payment Plan and put the 
State as a third party in the patient- 
physician relationship. The matter of the 
third party in the patient-physician rela- 
tionship has been discussed generally by 
the profession for two generations. The 
ethics of this arrangement has been the 
subject of intensive debate. In general, it 
might be said that decision as to whether 
a given system of third party payment was 
ethical dependent upon whether or not it 
permitted good medicine to be practiced 
rather than the channels through which 
payment was made. 

Three years ago, the House of Delegates 
of the Louisiana State Medical Society 
voted to cooperate with the Department of 
Welfare, State of Louisiana, in discussing 
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its then growing medical care program. 
Two years ago, and again one year ago, 
the House of Delegates rejected the Ven- 
dor Payment Plan as a part of that pro- 
gram, but directed that the Society should 
continue to cooperate with the Depart- 
ment of Welfare in discussions. A deci- 
sion was made to accept payment from 
the Department for doctors serving on 
eligibility boards in the several parishes 
and those seeing patients in consultation 
for the Welfare Department. Under these 
restrictions, concerning the Vendor Pay- 
ment Plan, the Department of Welfare did 
not wish to advance its program further 
than the necessities of the situation dic- 
tated. These necessities pertained to the 
payment for the care of patients in nurs- 
ing homes. 

This was the status quo when last sum- 
mer the A. M. A. endorsed and actively 
supported what is now the Kerr-Mills Bill, 
eventually passed into law, in September 
1960. This action of Congress, while pass- 
ing a bill considered by the profession to 
be both desirable and effective, defeated 
the objectionable Forand type of legisla- 
tion with its compulsory social security 
medical care plan for the aged. 

The Department of Welfare of the State 
of Louisiana felt constrained not to ask 
for State legislative action implementing 
the Kerr-Mills Bill and its Vendor Pay- 
ment Plan required in the operation of the 
provisions of the bill. In the face of rejec- 
tion of the Vendor Payment Plan by the 
State Society, the Executive Committee of 
the State Society took cognizance of the 
situation. It noted that the operation of 
the law supported by the A.M.A. was 
being retarded by previous action of the 
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State Society. On February 25, 1961, the 
Executive Committee of the State Society 
passed a motion approving the Vendor 
Payment Plan, and made a recommenda- 
tion to the House of Delegates that the 
previous action by the House be reversed. 
The Committee also passed a resolution 
calling a Special Session of the House of 
Delegates to discuss the recommendation 
of the Committee. The House of Dele- 
gates, on March 5, approved the action of 
the Executive Committee and went on rec- 
ord as recommending to the Governor and 
the Legislature that a plan for implemen- 
tation of the Kerr-Mills Bill be drawn up 
for consideration at its fiscal session this 
current year. This action cleared the way 
for the State Department of Welfare. It 
facilitated official and legislative action 
on the part of the State to implement the 
bill providing medical assistance for the 
aged. 

The provisions of this law, in its desira- 
ble features, in contrast to the Forand 
type of legislation, were discussed in these 
columns in a recent issue (January 1961). 
In brief, it is a substantially significant 
piece of legislation designed to provide 
proper and complete care to’ those who 
really need help. It is worthy of the sup- 
port of our physicians, and if properly 
implemented, while receiving the coopera- 
tion of the medical profession, it will be 
an effective argument against dangerous 
and socialistic legislation of the Forand 
type advocated by the present national 
administration. 

The House of Delegates is to be con- 
gratulated upon its courageous and far 
seeing action. 
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The Executive Committee dedicates this section to the members of the Louisiana State 


Medical Society, feeling that a proper discussion of salient issues will contribute to the 
‘understanding and fortification of our Society. 





O. B. OWENS, M.D. 
President 
1960 - 1961 


Dr. O. B. Owens, our President for the 
past year, has handled the affairs of the 
Society in a most efficient and capable 
manner. He has, at all times, had the wel- 
fare of the Society uppermost and has 
conducted himself and the office with the 
hope that his actions would meet with the 
approval of its members and would create 
good public relations throughout the field 
of Medicine. 

Dr. Olive Boyd Owens, was born on Sep- 
tember 29, 1901, in Vernon Parish, Louisi- 
ana, and was graduated from Hornbeck 
High School in 1917. His special interests 
during those days included music and pho- 
tography. He spent much of his out-of- 
class time as a driver for the local physi- 
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cian making home calls for many miles 
around the town. At that time he recog- 
nized a dual ambition, to become a Doctor 
of Medicine, and/or a college professor. 

Dr. Owens attended Louisiana College 
in Pineville for the next four years and 
was graduated with a Bachelor of Arts 
degree in 1921, majoring in the sciences. 
While working his way through college, he 
did practically every type of work on the 
campus, yet found time to play the Alto 
horn and later, the trumpet in the college 
band. His further work in photography 
was reasonably remunerative. 

Upon graduation, Dr. Owens was ap- 
pointed an Instructor in Biology at the 
college, spent his next summer in Peabody 
College for Teachers, and in succeeding 
summers attended the University of Chi- 
cago, where he earned the Master of Sci- 
ence degree in 1927. By that time he had 
been promoted to Professor of Biology and 
Director of pre-medical training at Louisi- 
ana College. He continued in that capacity 
until 1943 and finds some of his greatest 
satisfaction in the success of his former 
students. 

Dr. Owens entered the University of 
Tennessee College of Medicine at Memphis 
in 1930 and was graduated a Doctor of 
Medicine in 1933 with an earned Certifi- 
cate of Merit for his scholarship. While 
at the university he became a Phi Chi, 
and upon his graduation was made an 
AOA. He served a rotating internship in 
the Memphis General Hospital during 
1933 and 1934. He then returned to his 
teaching at Louisiana College and con- 
ducted a part time practice until 1943. He 
has been in full time practice since then. 

Following his admission to the Rapides 
Parish Medical Society he became a mem- 
ber of the Louisiana State Medical Society, 
the Southern Medical Association and the 
American Medical Association. He is a 
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Fellow of the International College of Sur- 
geons and a member of the American So- 
ciety of Abdominal Surgeons. 

His interests outside the practice of 
Medicine in Alexandria are reflected in 
his service on the Board of Trustees of 
Louisiana College, the Board of Institu- 
tions of Louisiana for four years, and as 
a member of the Louisiana State Board of 
Health for the past several years. 


As early as 1944, Dr. Owens recognized 
the oncoming changing social order and 
prepared resolutions for the House of 
Delegates, which led to the organization 
of Louisiana Physicians Service as the 
Blue Shield Prepayment Plan. He served 
as President of that organization during 
the seven years of its operation. He also 
served, much of that time, as District 
Commissioner of the National Blue Shield 
Commission, and was its Secretary during 
some of these years. Since then, for sev- 
eral years he served as a member of the 
Committee on Prepayment Insurance of 
the American Medical Association. He is 

_presently a member of the Committee on 
Aging of the A.M.A. He has attended the 
meetings of the American Medical Asso- 
ciation quite regularly for many years. 

The medical society offices and commit- 
tee memberships held by Dr. Owens in- 
clude practically all those of the Rapides 
Parish Society, including the President, 
and many different committees of the 
State Society, Councilor for the 8th Dis- 
trict, Vice-Speaker of the House of Dele- 
gates, Vice President, and now the office 
of President. 

Dr. Owens is married to the former Miss 
Thelma Magee of Franklinton, Louisiana. 
They have one son, Bill, presently a stu- 
dent at L.S.U. He has been a member of 
the Kiwanis Club, both in Alexandria and 
in Pineville, and has been for the past few 
years a member of the Rotary Club of 
Alexandria. He has served on the Zoning 
Commission of the City of Pineville since 
its establishment. 

Dr. Owens has served in practically all 
the stations of all the York Rite Masonic 
bodies, is also a member of all the Scottish 

Rite bodies, and the Shrine. He was re- 
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cently honored with membership in the 
Red Cross of Constantine. 

The hobbies and avocation interests that 
engage this versatile and energetic doctor 
still include photography, “do it yourself” 
projects about his home, hunting and fish- 
ing, music, ball room dancing, plant graft- 
ing and raising Camellias, Azaleas and 
Dogwoods. His lovely home and garden 
in Pineville attest to the fact that he has 
never lacked appreciation of earth’s beau- 
ties, or but seldom failed to express it. 
His favorite expression is frequently 
heard at the psychological moment — “I 
feel a verse coming on.” 


Surely, when he has met the toast of 
the Gay Philosopher — ‘May you Live all 
the days of your Life”, his passing will be 
attributable in part to a “soft heart for 
his fellowman.” 

We congratulate Dr. Owens and thank 
him most sincerely for serving as our 
President for the past year. 





0. 
Vv 


HOUSE OF DELEGATES HOLDS SPECIAL 
SESSION 


The House of Delegates of the Louisiana State 
Medical Society held a special meeting in Baton 
Rouge, March 5, to help pave the way for the 
speedy implementation of the Kerr-Mills Law in 
Louisiana. The House of Delegates voted to 
approve vendor payment so provisions of the 
Kerr-Mills Law calling for this method of pay- 
ment could be met. As a result of this action, 
the Society now approves the system whereby 
physicians bill the State Welfare Department for 
services rendered to those eligible under the 
Welfare Department and the Kerr-Mills law 
when implemented and, in turn, receive direct 
payment from the State agency implementing 
this program. 

The House of Delegates also directed the 
Committee on Public Policy and Legislation to 
work with the State Hospital Board and the 
Louisiana Hospital Association to secure legis- 
lation to set standards for all private hospitals 
in the State and to determine their eligibility to 
participate in the Kerr-Mills Law. 


At present, the Committee on Public Poli- 
cy and Legislation and a special advisory com- 
mittee are working with State lawmakers on 
drafting the necessary legislation to implement 
the Kerr-Mills Law and set hospital standards for 
the program. It is hoped that the enabling legis- 
lation will be passed at the fiscal session of the 
Legislature which convenes in May. 
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PRESS AWARD NOMINATIONS DUE 

If your hometown newspaper has published 
stories, features or editorials on health or medi- 
cal subjects which you feel merit consideration 
for the Society’s annual press award, please send 
clippings of these entries at once to the Secre- 
tary-Treasurer. The awards will be made in 
conjunction with the Annual Meeting. Both 
daily and weekly newspapers are eligible. 





SPECIAL AMA MEETING ON HEALTH CARE 


State medical society representatives from all 
parts of the U. S. met in Chicago March 18-19 
to discuss the Anderson-King Bill (HR 4222) 
which would include health care of the aged in 
the Social Security system. The Anderson-King 
Bill is merely the Forand Bill under another 
name. At the AMA meeting, plans were also 
discussed for speeding implementation of the 
Kerr-Mills Law which would care for medical 
needs of the aged at the state level. The con- 
ference also outlined plans for organizing oppo- 
sition to the Anderson-King Bill. Representing 
the Louisiana State Medical Society attending 
the meeting were Dr. C. J. Brown, President- 
elect and Chairman of the Congressional Com- 
mittee; Dr. Maurice E. St. Martin, Chairman of 
the Committee on Geriatrics; Dr. Benjamin O. 
Morrison, and Dr. C. Grenes Cole, Secretary- 
Treasurer. 





AMA ANNUAL MEETING NEW YORK 
JUNE 25-30 

The 110th Annual Meeting of the American 
Medical Association will be held at the Statler- 
Hilton Hotel in New York June 25-30. It is 
anticipated that the meeting will be one of the 
largest and most important in the history of the 
Association. Plan now to attend this meeting. 





ANNUAL MEETING—ROOSEVELT HOTEL 
NEW ORLEANS—MAY 8-10 
Opening Session 

The opening session of the Louisiana State 
Medical Society’s 81st Annual Meeting will be 
held in the University Room of the Roosevelt 
Hotel on Monday, May 8, at 8 p.m. At the 
opening meeting, to which the public is invited, 
14 members will be honored with 50-year pins. 


House of Delegates 

The House of Delegates will hold its first 
session on Monday, May 8 at 9 a.m. in the Gold 
Room, followed by luncheon in the Blue Room. 
The House will meet again on Monday at 2 p.m. 
The final session of the House of Delegates will 
be held Wednesday, May 10 at 9:30 a.m. in the 
International Room. Registration of Delegates 
will begin at 8 a.m. on May 8. 

Out-of-State Speakers 

Among the out-of-state speakers scheduled 

to address the scientific sessions are Dr. Francis 


L. Land, Fort Wayne, Indiana; Dr. James May, 
Dallas, Texas; Dr. Herbert M. Stauffer, Phila- 
delphia, Pa.; Dr. James Sherwood Taylor, Little 
Rock, Ark., and Dr. Frederick Zuspan, Augusta, 
Ga. Scientific sessions will be held all day Tues- 
day, May 9, and Wednesday, May 10, in the Uni- 
versity and Gold Rooms. 
Exhibits 

Scientific and technical exhibits will be in the 
Grand Ball Room. Members are urged to visit 
the exhibits and register with the technical ex- 
hibitors. You not only show your appreciation 
for the contribution these companies make to the 
meeting but can quickly and conveniently see 
their latest offerings. 

Dinner Dance 

The annual dinner dance will be held in the 
International Room beginning at 8 p.m. Wednes- 
day, May 10. Reservations for the dinner dance 
should be made when registering. Each member 
of the Society is entitled to two tickets but addi- 
tional tickets may be purchased at the registra- 
tion desk. 

Golf Tournament 

The golf tournament will be held at the New 
Orleans Country Club Tuesday, May 9. Those 
desiring to play their official round the week- 
end prior to the meeting may do so as a guest 
of any member of the New Orleans Country 
Club. 

Hotel Reservations 

Members desiring assistance with hotel reser- 
vations should contact the Secretary-Treasurer’s 
office without delay. Reservations will be pro- 
cessed on a first come, first served basis. 





SPECIAL A.M.A. HEALTH CARE SESSION 

Approximately five hundred physicians from 
all fifty states attended a special meeting spon- 
sored by the American Medical Association at 
the Pick Congress Hotel in Chicago on March 
18-19, 1961. Representing Louisiana from the 
Louisiana State Medical Society were: Dr. C. 
Grenes Cole, Secretary-Treasurer; Dr. C. J. 
Brown, President elect, and Dr. Maurice E. St. 
Martin, Chairman of Committee on Geriatrics; 
and from the Orleans Parish Medical Society, 
Dr. Benjamin O. Morrison, Chairman of the 
Orleans Parish Committee on Geriatrics. 

The primary purpose of the meeting was to 
strongly emphasize the need for arousing physi- 
cian interest and understanding of the various 
health care plans for the aged—specifically, the 
Kerr-Mills Bill which the A.M.A. is solidly sup- 
porting, and the Anderson-King Bill introduced 
recently by the proponents of compulsory health 
legislation (H. R. 4222—another type of For- 
and bill). The latter bill is at present in the 
House Ways and Means Committee and could 
come before Congress at any time. The immi- 
nence of Socialized Medicine under this Kennedy 
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administration plan was made quite clear by 
the A.M.A. officials. 


They also pointed out that implementation of 
the Kerr-Mills Bill by the separate states is 
progressing at a satisfactory pace considering 
the fact that it has only been a law approxi- 
mately six months (September 1960), and many 
of the state legislatures have not convened since 
that time. It is also unanimously felt that this 
is a good and satisfactory solution of aged health 
care and should be given an adequate trial. 


One of the most distressing points brought out 
at the meeting was the fact that so many physi- 
cians are not familiar with the Kerr-Mills Bill, 
This likewise indicates that this large group of 
physicians are therefore not familiar with the 
position of the A.M.A. in this all-important fight 
to save American Medicine from becoming social- 
ized. This lethargy and complacency of the doc- 
tors themselves was one of the major problems 
pointed up at the meeting, and ways and means 
to overcome this were discussed. 


To this end it was strongly urged that a 
speakers bureau be formed in the various local 
societies throughout the country—specifically to 
provide speakers who would be well informed 
and capable of putting the subject of health care 
for the aged across in concise and succinct fash- 
ion—and that such speakers would go before the 
local doctors in each state, not only to better 
inform them of the situation, but also to enlist 
their interest in it. 


By getting as many of the physicians as pos- 
sible alerted and cooperative, then other steps, 
with their help, could be taken — notably: 
1.) Each physician should write to his local Con- 
gressman and Senator and also get his friends 
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and patients to write on our behalf; 2.) Place 
pamphlets on the subject, which are available 
free through the A.M.A., in his waiting room and 
also send them out with his medical bills; 
3.) Discuss with and enlist the aid of his local 
newspaper editors, radio and television report- 
ers; 4.) Encourage speeches before civic groups; 
5.) Ask the various Women’s Auxiliaries to take 
an active part in disseminating an honest-under- 
standing of the issues involved, etc. If these 
and other similar steps were taken much could 
be accomplished. 

It was also pointed out that the official news 
organ of the A.M.A.—THE A.M.A. NEWS-- 
published every two weeks—gives all of the in- 
formation that any well-informed physician ac- 
tually needs—if he would only read and thor- 
oughly digest the contents and go one step fur- 
ther—discuss it frequently with his colleagues, 
friends and patients. 

The dire need for clear, honest, and intelli- 
gent understanding of the issues was re-empha- 
sized by the spokesman for the A.M.A. Many 
erroneous statements are made by our oppo- 
nents. It is therefore mandatory for every phy- 
sician to learn the facts in order to help keep 
the record straight. 

Just think! American physicians see an esti- 
mated two million patients each day—if each 
physician would only do his small part and get 
the message to patients and friends alike—what 
a tremendous avenue of communication and un- 
derstanding this would be! So the plea is—do 
your little bit—fight for the freedom of Ameri- 
can Medicine—this may be your last chance! 

Maurice E. St. Martin, M. D. 
Chairman 
Committee on Geriatrics. 
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CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date 
Ascension 
Calcasieu 
East Baton Rouge 
Jefferson 
Lafayette 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 


Place 


Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Third Thursday of every month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 

First Monday of every month 


Lake Charles 
Baton Rouge 


Lafayette 
Bastrop 


New Orleans 
Monroe 
Alexandria 


Sabine First Wednesday of every month 


Tangipahoa 
every month 

Second District 

Shreveport 


Second and fourth Thursdays of 


Independence 


Third Thursday of every month 
First Tuesday of every month 


Shreveport 


Vernon First Thursday of every month 


A.M.A. TO STAGE BIG “WORLD’S FAIR” OF 
MEDICINE IN NEW YORK IN JUNE 


The American Medical Association’s 110th an- 
nual meeting, the “‘world’s fair of medicine,” 
will bring an estimated 50,000 persons, including 
25,000 physicians, into New York City, June 
25-30. 

The five-day convention, biggest of its kind 
in the world, will attract not only doctors, but 
also their wives and families as well as residents, 
interns, exhibitors; in fact, people connected 
with all the allied fields of medicine. Hence, the 
convention theme: “Teamwork in Medicine.” 


The 1961 meeting will mark the eighth time 
that the A.M.A. has met in New York. The last 
convention there was in 1957 when 23,888 phy- 
sicians registered. 

Technical exhibits, numbering 827 and dis- 
playing everything from medical books to dia- 
pers, and more than 350 scientific exhibits 
largely developed, designed, and manned by phy- 
sicians reporting their research, will take up 
practically every inch of space on all four 
floors of New York’s big Coliseum. 

In the past, A.M.A. conventions opened on 
Monday, but as convenience to physicians and in 
anticipation of the heavy attendance, both the 
registration facilities and the technical and sci- 
entific exhibits will be open and staffed until 
5 o’clock Sunday afternoon. 

Registration hours, Monday through Thurs- 
day, will be from 8:30 a.m. to 5:30 p.m., and 
until 12 noon on Friday, the final day. The 
Coliseum will be open, however, to physicians 
only on Tuesday, Wednesday, and Thursday 
morning. 

Dr. Leonard W. Larson, 63-year-old patholo- 
gist and clinic executive from Bismarck, N. D., 
will be inaugurated as president of the A.M.A. 
at 8:30 p.m., Tuesday, in the Waldorf-Astoria 
ballroom. Dr. Larson, who will give his inaugu- 
ral address at that time, succeeds Dr. Vincent 
Askey, Los Angeles surgeon. 


A reception and ball for the incoming presi- 

dent will follow the inaugural ceremony. 
Scientific Sessions 

More than 2,000 physicians will take part in 
the A.M.A. scientific program, which is de- 
signed to keep doctors abreast of what’s new in 
medicine. 

House of Delegates 

The House of Delegates, the policymaking 
body of the A.M.A., will meet at the Statler- 
Hilton, the headquarters hotel, at 10 o’clock on 
Monday morning. 

The House of Delegates actually is the voice 
of American medicine. Any proposal or resolu- 
tion may originate in one or more of the 1,900 
county medical societies, then carried by duly- 
elected representatives to state meetings, and 
from there to the A.M.A. House of Delegates for 
final action. 

Woman’s Auxiliary 

Approximately 3,000 members of the Woman’s 
Auxiliary will hold their 38th annual convention 
in New York City simultaneously with the 
A.M.A. meeting. Headquarters will be at the 
Hotel Roosevelt. 

Student American Medical Association 

The president and vice president of the Stu- 
dent American Medical Association will serve 
as ex-officio members of the House of Delegates. 
The new officers will be elected at the 11th 
annual SAMA meeting in Chicago’s Pick-Con- 
gress Hotel, May 4-7. 


DISABILITY EVALUATION UNDERTAKEN 
BY TULANE 

A research program has been undertaken by 
Tulane medical school and two other institutions 
to evaluate present methods for determining 
eligibility to receive disability benefits under 
social security. The project is being undertaken 
at the request of the Bureau of Vocational Re- 
habilitation of the Department of Health, Educa- 
tion and Welfare. The aim is to find criteria 
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for assessing rehabilitation potential so that 
those who can profit from such services may be 
encouraged to do so. It will also help ascertain 
what rehabilitation services are needed. 

To achieve these objectives a small, randomly 
selected group of patients applying for disability 
benefits will undergo an evaluation of their dis- 
ability by a team composed of a physician, psy- 
chologist, medical social worker, vocational coun- 
selor and occupational therapist. The patients 
will be selected from the five parish are of Or- 
leans, St. Bernard, Jefferson, St. Charles and 
Tangipahoa. 

To recommend or undertake treatment is be- 
yond the scope of the project. Dr. Jack Wick- 
strom, director of the project and professor of 
orthopedic surgery at Tulane, pointed out that 
the findings of the evaluation team will be made 
available to the family physician. The family 
physician, or the physician named by the patient 
in his original application, will be contacted 
should his patient be included in the research 
project. 

Members of the evaluation team are Dr. 
Wiley H. Jenkins, internist, William O. Smi* , 
psychologist, Miss Ann K. Rice, medical social 
worker, James C. Landry, vocational counselor, 
and Mrs. Ruth Metcalfe, occupational therapist. 
The project’s administrative staff includes, in 
addition to Dr. Wickstrom, Miss Dorothy Rising- 
er, project coordinator and social work super- 
visor, Donald M. Salzman, research director, and 
Miss Brent S. Robertson, executive secretary. 


DOCTORS AT A.M.A. CONVENTION TO SEE 
INTERNATIONAL MEDICAL FILM 
EXHIBITION 


A special scientific feature at the 110th an- 
nual meeting of the American Medical Associa- 
tion in New York City, June 25-30, will be a 
series of outstanding medical films from all 
parts of the world. 

This second U. S. International Medical Film 
Exhibition is being coordinated by the A.M.A. 
Department of Medical Motion Pictures and Tel- 
evision in cooperation with Johnson and Johnson 
for showing in Room C of New York’s big Coli- 
seum during the convention. 

“We are pleased to participate again in this 
important phase of postgraduate medical educa- 
tion,” said Dr. John Henderson, medical director 
of Johnson and Johnson. “These carefully se- 
lected films, covering practically every specialty 
of medicine, represent a fine medium for the 
continuing education of the busy practicing 
physician,” he said. 

More than 50 medical films will be shown 
and, in many instances, the film’s author will 
be present to answer questions from the attend- 
ing physicians. More than 30 of the films will 
be from foreign countries. 

For the first time in the history of medical 
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meetings, the film exhibition will include a 
number of film forums in which international 
medical experts will participate as panelists. 
One such film forum will cover selective coro- 
nary cinearteriography. Others will deal with 
neurological examination of children, and ob- 
stetrics and gynecology. 

Other films will give a pictorial summary of 
medical missionary activities in Africa, - India, 
and other parts of the world. 

Among the subjects to be covered in the films 
and the authors will be: 

“External Cardiac Massage’ by Dr. James 
Jude and a group of physicians from Johns 
Hopkins Hospital, Baltimore; “Pediatric Gyne- 
cology” by Drs. Rudolf Peter and Karel Vesely 
of Prague, Czechoslovakia; “Procedure of Choice 
in Duodenal Ulcer Problems” by Dr. R. Cam- 
eron Harrison, Edmonton, Alberta, Canada; “‘An- 
terior Fusion in Spinal Tuberculosis” by A. R. 
Hodgson, Hong Kong, China, and “Life with a 
Substitute Bladder” by Drs. James W. Merricks 
and R. K. Gilchrist, Chicago. 

“The American Medical Association is happy 
to present these outstanding films to its mem- 
bers,” said Dr. F. J. L. Blasingame, executive 
vice president of the A.M.A. “The exhibition 
points the way toward better medical procedure 
through teaching, thus helping the doctor in his 
daily practice.” 

Information about the film exhibit may be 
obtained from Ralph Creer, Department of Medi- 
cal Motion Pictures and Television, American 
Medical Association, 535 North Dearborn Street, 
Chicago 10, Illinois. 


TULANE PLANS MATAS AWARD 
PRESENTATION 

The eighth presentation of the Rudolph Matas 
Award in Vascular Surgery will be made on 
April 20, 1961, to Dr. Clarence Crafoord of 
Stockholm, Sweden, at Tulane school of medicine. 
Dr. Crafoord is professor of thoracic surgery at 
the Karolinska Institutet and director of the 
thoracic clinic in Karolinska Sjukhuset. The 
award which was established in 1934 is made 
periodically to a member of the medical pro- 
fession who has pioneered in the field of vascu- 
lar surgery. Dr. Crafoord pioneered in surgical 
treatment for pulmonary embolism, conducted 
thorough studies on the use of heparin, per- 
formed the first successful surgical correction 
of coarctation of the aorta in 1944, and invented 
and used a heart-lung machine for intracardiac 
surgery. The Matas Award is established under 
terms of the Violet Hart Fund of Tulane Uni- 
versity. The committee of Award consists of 
Dr. Emile Bloch, chairman, New Orleans, Dr. 
Isidore Cohn, New Orleans, Dr. Oscar Creech, 
Jr., New Orleans, and Dr. Rudolph M. Landry, 
Memphis. The award was last presented in 1958 
to Dr. John H. Gibbon, Jr., who developed and 
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used the first heart-lung machine for intracar- 
diac surgery. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The next scheduled examinations (Part II), 
oral and clinical for all candidates will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board from April 8 through 
15, 1961. Formal notice of the exact time of 
each candidate’s examination will be sent him 
in advance of the examination dates. 

Candidates who participated in the Part I 
-Examinations will be notified of their eligibility 
for Part II Examinations as soon as possible. 

All candidates, eligible for Part II Examina- 
tions, who have applied for the first time in 1960, 
will be required to submit a duplicate list of the 
hospital admissions as contained in their appli- 
cation. 

The deadline date for the receipt of New and 
Reopened Applications for the 1962 examina- 
tions is August 1, 1961. Candidates are urged to 
submit their applications as soon as possible be- 
fore that time. 


MOTION PICTURE ON CONTROL OF 
RADIATION EXPOSURE NOW 
AVAILABLE 


“Radiation: Physician and Patient”, a new 


16-millimeter motion picture on the control of 
radiation exposure in diagnostic radiology, is 
now available to physicians at the Louisiana 
State Board of Health film library. 

Filmed by the American College of Radiology 
in cooperation with the U. S. Public Health Serv- 
ice, the 45-minute color motion picture centers 
around an informal talk on medical radiology 
by Dr. Richard H. Chamberlain, professor of 
radiology, University of Pennsylvania School of 
Medicine and Graduate School of Medicine. Emi- 
nent authorities demonstrate radiobiological ef- 
fects, with clinical applications made by mem- 
bers of the University of Pennsylvania staff in 
a demonstration with actual patients. 

Requests to borrow the film should be made 
at least 10 days before the date of showing in 
writing to the state board of health film library, 
P. O. Box 630, New Orleans 7. 


SOUTH CENTRAL ASSOCIATION OF 
BLOOD BANKS 

The Third Annual Meeting of the South Cen- 
tral Association of Blood Banks held at the Jung 
Hotel in New Orleans, Louisiana, March 3rd and 
4th was well attended by blood bankers through- 
out the six-state area. 

An excellent scientific program plus a techni- 
cal workshop designed for both physicians and 
medical technologists was presented. 

Guest speakers on the program included Dr. 


John R. Schenken, Director of Laboratories, 
Nebraska Methodist Hospital, Omaha, Nebraska; 
Dr. Mark F. Lesses, Director of the Blood & 
Transfusion Unit of the Beth Israel Hospital, 
Boston, Massachusetts; Messrs. Robert T. Mc- 
Gee, William Pollock; Miss Marjory Stroup and 
Miss Margaret Treacy of the Ortho Research 
Foundation, Raritan, New Jersey. 

At the business session on Friday, March 3rd, 
the following officers and district directors were 
elected to serve the Association for 1962: 

President—Albert L. McQuowr, M.D., Baton 

Rouge, Louisiana 

Vice President—Ralph R. Erdman, M. D., Am- 

arillo, Texas 
Secretary—L. Ruth Guy, Ph.D., Dallas, Texas 
(re-elected) 

Treasurer—Florence Del Prete, Amarillo, Tex- 
as (re-elected) 

District Directors: 

Norma M. Bender, M.T.(ASCP) BB — Baton 
Rouge, Louisiana 

Harold V. Beighley, M. D.—Albuquerque, New 
Mexico 

Inkermann C. Scott—Tyler, Texas 

Fort Worth, Texas was selected as the meet- 
ing site for 1962—the date to be announced 
later. 


AMERICAN COLLEGE OF CHEST 
PHYSICIANS TO HOLD JOINT 
MEETING WITH AMA IN 1961 


The 27th Annual Meeting of the American 
College of Chest Physicians will be held at the 
Commodore Hotel, New York City, Thursday, 
June 22 through Monday, June 26. Scientific 
sessions will open Saturday, June 24 and will 
continue through Monday, June 26. 

A joint session with the Section on Diseases 
of the Chest of the American Medical Associa- 
tion will be held at the Coliseum, Monday, June 
26. This will be the first joint meeting in the 
history of the two societies. 

The popular Fireside Conferences, also to be 
a joint session sponsored by both the AMA and 
the College, will be held at the Commodore 
Hotel, Monday evening, June 26. 

The following physicians from Louisiana will 
participate in the College program: Maurice S. 
Tarshis (Ph.D.), Alexandria; Howard A. Buech- 
ner, George E. Burch and Alton Ochsner, New 
Orleans. 


REJUVENATING EFFECTS OF PROCAINE 
REFUTED IN A.M.A. JOURNAL 


Rejuvenating powers attributed to procaine, 
a local anesthetic known by its trade name nova- 
caine, were strongly refuted in the Journal of 
the American Medical Association. 

Since 1956, Prof. Anna Aslan and her associ- 
ates of the C. I. Parhon Institute of Geriatrics, 
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Bucharest, Rumania, have published several ar- 
ticles claiming that procaine had a rejuvenating 
effect on elderly persons. Last August, Pro- 
fessor Aslan spoke on the subject in San Fran- 
cisco. 

Writing in the February 11 A.M.A. Journal, 
Dr. G. C. Chiu, Eli Lilly and Company, India- 
napolis, said “procaine and its components. . 
have been extensively studied, and there is no 
evidence to support the claims of Professor 
Aslan for a ‘rejuvenating’ effect of procaine.” 

Professor Aslan reported in 1960 that more 
than 20,000 patients had been treated with pro- 
caine since 1951, Dr. Chiu said, but unfortunate- 
ly techniques required for valid conclusions, 
such as control series or statistical analysis, were 
not used in conjunction with the treatment. 

Her reports and others published in Russia, 
Czechoslovakia, and East Germany, he said, 
“are of only testimonial nature.” 

The treatment, he explained, consists of a 
series of intramuscular injections of a solution 
of procaine hydrochloride. 

Sensational improvement has been reported 
in a wide variety of conditions, including senili- 
ty, loss of memory, deficient hearing and vision, 
impotence, white hair, hair loss, eczema, heart 
and circulatory reaction to stress, Parkinson’s 
disease, hardening of the arteries, arthritis, 
peptic ulcer, asthma, and high blood pressure, 
he said. 

However, Dr. Chiu said: 

“From an analysis of the data contained in 
the published reports on procaine, it is evident 
that the agent produced no curative effect on 
the underlying diseases. Its palliative effect 
was transient, lasting no more than 60 minutes 
following administration. 

In a recent study in this country in which 10 
elderly patients with degenerative diseases were 
treated with a series of procaine injections for 
up to 15 months, he added, only 2 showed any 
improvement, and a careful retrospective analy- 
sis indicated that procaine was not responsible. 


HEART ATTACKS OCCUR MORE OFTEN 
AMONG LOWER-SALARIED MEN 


Heart attacks occur more frequently among 
lower-salaried male employees than among those 
in higher brackets, a study of the personnel of 
a large industrial firm indicated. 

A three-year study’ of first heart attacks 
among E. I. du Pont de Nemours & Company 
personnel was reported by Sidney Pell, Ph.D., 
and C. A. D’Alonzo, M. D., Wilmington, Del., in 
the February 11 Journal of the American Medi- 
cal Association. 

The company population averaged 89,089 per- 
sons ranging in age from 17 through 64. There 
were 75,301 men and 13,788 women. The ma- 


ApRIL, 1961—Vol. 113, No. 4 





jority resided in the Middle-Atlantic and South- 
eastern states. 

Male employes were divided into five groups 
on an economic basis and level of job respon- 
sibility to ascertain the relationship between 
heart attacks and occupation, if any. 

The study showed that the incidence of heart 
attacks was lowest among the highest salary 
groups, being 2 per 1,000 persons per year. In 
the second highest salary group, the rate was 2.4 
per 1,000 and the rate rose to 3.8 and 4 per 
1,000 in the two lower-salaried groups. 

The fifth, or “wage roll,” group consisted of 
skilled, semi-skilled, and unskilled production 
workers who, on the whole, were more physically 
active at work than those in the other four 
classifications. The heart attack rate in this 
group was 2.9 per 1,000 persons per year. 


DENTAL SURGERY NEED NOT HALT 
ANTICOAGULANT THERAPY 


Dental surgery can be performed on persons 
taking anticoagulant drugs without fear of ex- 
cessive bleeding, according to an article in the 
February 11 Journal of the American Medical 
Association. 

Anticoagulants are given patients who have 
suffered heart attacks, strokes, or other effects 
of blood clots to prevent recurrences. There 
have been conflicting reports as to whether den- 
tal surgery should be performed while a patient 
is taking a drug designed to slow the clotting 
process. : 

S. J. Behrman, D.D.S., and I. S. Wright, M. D., 
New York City, reported in the A.M.A. Journal 
on a study of 20 patients on long-term anticoag- 
ulant therapy who underwent 45 surgical pro- 
cedures at The New York Hospital, Cornell Uni- 
versity Medical College. 

They said the study indicated that with care- 
ful medical management and prescribed surgi- 
cal techniques, dental surgery may be carried 
out safely while blood clotting time is being 
slowed. 

“Our experience has resulted in the conclu- 
sion that, when taken properly, anticoagulants 
need not be discontinued for appropriate dental 
surgery, and that such discontinuance may be 
more dangerous than proper dental surgical 
technique under therapeutic anticoagulant lev- 
els,” they said. 

Discontinuance of the drug, they pointed out, 
could permit a recurrence of a fatal blood clot. 





PROCEEDINGS OF THE CONVOCATION ON 
GREAT ISSUES OF CONSCIENCE IN 
MODERN MEDICINE VIDEOTAPED 
FOR TELECASTING 

Last fall Dartmouth and the Dartmouth Medi- 
cal School sponsored a Convocation on the Great 
Issues of Conscience in Modern Medicine. It 
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brought together some of the keenest and most 
articulate people concerned with this area. 

The proceedings were videotaped for the Na- 
tional Educational Television and Radio Center 
-for telecasting over their 50-station network. 
Because of its special interest to the medical 
profession, the three 90-minute shows will be 
shown on the following stations in the Louisiana 
and Texas areas: WYES—New Orleans, during 
the weeks of April 16-22, 23-29, April 30 - May 
6; KUHT—Houston, during the weeks of April 
16-22, 23-29, April 30 - May 6. 

The NETRC schedule now available cannot 
list the exact times or days of the telecasts, but 
local stations will supply these on request. 





NATIONAL HOSPITAL WEEK 


The hospital and the community have a recip- 
rocal relationship; neither can be really healthy 
without the other. 

This partnership will be emphasized during 
National Hospital Week, May 7-13, with its 
theme of ‘‘Your Hospital—A Community Part- 
nership.” 

Without the hospital, many members of the 
community would not realize their “heritage of 
health,’ and without community support, many 
hospitals would be unable to meet their com- 
munities’ health needs, according to a new leaf- 
let prepared by the American Hospital Associa- 
tion. 

With one of every eight persons expected to 
enter a hospital this year, hospitals play a major 
role in the lives of many Americans, the leaflet 
noted. For hospitals to maintain and to raise the 
quality of care for these 23 million Americans, 
they must be supported by their communities. 

The hospital’s responsibilities are: 

—Patient care, its major responsibility. More 
than a million and a half hospital employees, 


using the newest techniques, stand ready around- 
the-clock to provide a multitude of services for 
the nation’s sick and injured. 

—Education of health personnel. All physi- 
cians and nurses receive part of their training 
in the hospital, as do many medical record li- 
brarians, x-ray technicians, physical therapists 
and dozens of other paramedical personnel. 
Without hospital training, these persons would 
be unable to provide the high quality of service 
necessary for the best patient care. 

—Research. While the early stages of medical 
research may be carried out in the laboratory, 
work ultimately must be done in the hospitals. 
Nearly every medical advance has resulted from 
some type of investigation in a hospital. 

—Preventive medicine. This may range from 
giving mass inoculations at the time of an epi- 
demic to conducting classes in prenatal and 
child care or mental hygiene. This might also be 
called education of the community for better 
health. 

The community’s duties involve supporting the 
hospital, which is more and more coming to be 
a community health center. Support may be 
given to a hospital by: 

—vVolunteering of personal service to the hos- 
pital, either as a trustee or an aide. 

—Encouraging young people to enter health 
careers. There is a major shortage of trained 
personnel in almost every health area. 

—Participating in a prepayment program, 
such as Blue Cross, which helps assure stable 
financing of hospitals. 

—Supporting programs for adequate reim- 
bursement of the hospital by state and local 
governments for the care of welfare patients. 
This also helps stabilize the hospital’s finances. 

—Keeping informed about the hospital’s prob- 
lems, plans and progress. 





Thoracic Surgery Before the 20th Century; by 
Lew A. Hochberg, B.S., M.A., M.D., C.M., 
F.A.C.S., F.C.C.P., and F.A.C.C. Fore- 
word by Edward D. Churchill, M. D. New York, 
Washington, and Hollywood, Vantage Press, 
1960, pp. 858. Price $15.00. 

Only a medical historian, with special training 
in his field, could properly review this remark- 
able book. To a practising surgeon with a special 
interest in chest surgery, and to any physician 
with an interest in history, Thoracic Surgery Be- 
fore the 20th Century is, as Churchill says in his 
introduction, “a happy release from Busyness.” 
“Busyness” would probably keep most of us from 


reading its 757 pages of text consecutively, but 
this reviewer gives fair warning that it is hard 
to turn the pages without stopping to read. 

An amazing amount of chest surgery was done 
before the twentieth century, when it is a tempta- 
tion to think that this specialty really began. 
The book contains a complete chapter on injuries 
of the chest; almost a hundred pages on empyema 
thoracis; and chapters on pulmonary suppuration, 
pulmonary tuberculosis, diaphragmatic hernia, 
and the sternum and mediastinum. There are 
also chapters on esophageal surgery and cardio- 
vascular surgery. Not the least interesting chap- 
ter in the book is the final one, on nonsurgical 
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contributions to the advancement of thoracic 
surgery, including percussion, auscultation, anti- 
sepsis, anesthesia, vital capacity, peroral endo- 
scopy, and X-rays. Respect for “our fathers of 
old” is vastly increased by the realization that 
all of these advances came in the nineteenth cen- 
tury and that surgery before that time had been 
done without their aid. 

An item of special interest is the contribution 
of the remarkably named Dr. Samuel S. Purple, 
on wounds of the heart and their relation to 
forensic medicine. Perhaps an even greater con- 
tribution to the whole field of medicine, as Hoch- 
berg points out, was his founding of the library 
of the New York Academy of Medicine. 

The frontispiece illustrates the passage in Gene- 
sis II in which God created Eve while Adam lay 
in deep sleep (‘He took one of his ribs, and closed 
up the place with flesh instead thereof”). The 
last of the 155 illustrations is Roentgen’s first 
X-ray, of the hand. 

The bibliography extends from page 757 to 
page 841 and at a rough estimate contains well 
over a thousand references. It was a task of 
magnitude to collect them and verify them, for 
many were originally inaccessible. 

There is a presumably complete index of proper 
names, but it is unfortunate that the subject 
index is “not . . . exhaustive.” A reader who 
sought all the references to a single subject 
would have a hard time finding them since “The 
selected subjects are mentioned in their first ap- 
pearance, or in citations of historic or other spe- 
cial interest, or in etxended treatments.” The 
book is too valuable to have its usefulness re- 
duced by a selective index. 

The practice of citing much of the material in 
the original wording adds to the interest and 
readability of the book. To this reviewer, no pass- 
age in the book was more impressive than the 
“bold words” in which George Hawthorn, in 1819, 
spoke out for surgery in lung abscess. In report- 
ing his own successful drainage of such a lesion, 
he concluded, “Therefore, I think it is our duty, 
in every case where it is in any wise practicable, 
to have recourse to the operation.” More than 
one of the present generation of thoracic sur- 
geons can recall having to justify his own first 
pneumonectomy or some other operation to his 
superiors. 

Dr. Hochberg has under preparation “A Source 
Book of Thoracic Surgery in the 20th Century,” 
to be ready in 1963. If he achieves another volume 
as excellent as “Thoracic Surgery Before the 20th 
Century” he will again put the profession in his 
debt. 


FREDERICK FITZHERBERT BOYCE, M. D. 





Women and Fatigue; by Dr. Marion Hilliard, 
New York, N. Y., Doubleday, 1960, pp. 175, 
price $2.95. 


This book represents a common sense approach 
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to a very familiar problem among women. 

The author of this book, of course, had a wide 
range of experience in dealing with the various 
ills and complaints of womankind. I am certain 
that she chose one of the most common complaints 
of women of all ages to discuss. 

After reviewing this book, and likewise being 
familiar with her work, “A Woman Doctor Looks 
at Love and Life”, I am convinced that this in- 
dividual, Dr. Marion Hilliard, must have had a 
great degree of insight into peoples’ lives and 
their problems. All in all, she must have been a 
person from whom one could have profited much 
by knowing. 

I recommend this book to any physician who is 
interested in the treatment of women, whether 
it be from an emotional or a physical standpoint. 
I likewise recommend it as good, sound, intelli- 
gent, helpful reading material for any lay indi- 
vidual, especially if this individual is fortunate 
enough to have been born to be a woman. 

OuiTa S. MorGan, M. D. 





An Introduction to Child Psychology; by Stella 
Chess, New York, New York, Grune & Stratton, 
1959, pp. 254, price $5.25. 

Ordinarily any new book must justify its pub- 
lication on the basis of whether it satisfies a 
need not otherwise satisfied. I do not know 
whether other simple, concise introductions to 
child psychiatry exist, but this book justifies 
itself regardless of the competition. 

It is an excellent presentation of the funda- 
mental idea in child psychiatry. It is not a man- 
ual for diagnosis or treatment, yet it provides 
an excellent description of both of these funda- 
mentals. 

The book is what I consider “common sense”, 
that is, its contents are very familiar to the 
person who has some knowledge of the field. 
This makes it a most valid handbook for the nov- 
ice. Appropriately, there is little emphasis given 
to controversy, yet, the author is not arbitrary. 
She presents different approaches to under- 
standing children in a clear and non-argumenta- 
tive manner. 

This book will be useful for anyone whose 
occupation requires some understanding of child 
psychiatry. 

DoNALD D. LATHROP, M. D. 

Review of Medical Microbiology; by Ernest Ja- 
wetz, Joseph L. Melnick, and Edward A. Adel- 
berg. Lange Medical Publications, Los Altos, 
Calif., 1960, pp. 376, 4th ed. Price $5.00. 

In the preface to Review of Medical Micro- 
biology the authors state that the book is directed 
primarily at the medical student, house officer, 
and practicing physician. There is no doubt it is 
popular with the first group, who like its out- 
line form and the condensed coverage: 376 pages 
as against 900 or 1000 in other textbooks of 
medical microbiology. 
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The 1960 edition is the fourth since 1954, the 
book, like other Lange publications, being sched- 
uled for revision every two years. It is 16 pages 
longer than the third edition; some sections have 
been rewritten, new material has been added in 
certain others. In chapter three, Bacterial Me- 
tabolism, there is a new section on biosynthesis. 
In the chapter on Bacterial Variation, two short 
sections on selection and adaptation have been 
eliminated in favor of greater coverage of the 
important subjects of mutation and transmission 
of genetic material. Allergy and Hypersensi- 
tivity have been taken out of the chapter on host- 
parasite relations and given the status of a 
Separate chapter, as well as a rewriting. The 
chapter on General Properties of Viruses has 
been rearranged and partly rewritten with cov- 
erage increased by six pages. A few of the pic- 
tures in the book have been replaced with more 
recent and better ones. 

There are some specific errors, but more of the 
inaccuracies are the result of enforced brevity— 
the necessity of making a broad statement with- 
out any qualifications; for example, on p. 169, 
the statement that P.P.D. can be obtained by 
chemical fractionation of O.T. is generally true 
but not technically correct, since O.T. contains 
50 per cent glycerine. There are very few typo- 
graphical errors. The book is well written and 
very readable despite the condensation, and serves 
its purpose very well. 

CORNELIA ANN Eppy, Ph. D. 


Pharmacology — Nature, Action and Use of 
Drugs; by Harry Beckman, 2d. ed., W. B. 
Saunders, 1961, pp. 805. Price $15.50. 

This text falls in the limbo between the very 
large, exceedingly useful reference texts and 
those smaller books designed to be read thorough- 
ly by the medical student during the three or four 
months spent studying medical pharmacology. It 
has many features which would commend it to 
a segment of the medical community. I would 
not, however, include the undergraduate medical 
student in this segment. This book is written in 
an enthusiastic, literate style making pharma- 
cology vastly more engaging than most other 
texts do. This effect is partially attained by 
emphasizing the “human” side of pharmacology, 
i.e. clinical observations and data, often at the 
expense of basic pharmacology. To _ illustrate 
this: Right at the start, the basic terminology 
of pharmacology receives only summary treat- 
ment; the introduction to the autonomic nervous 
system is accomplished in two pages and two 
charts; the fascinating pharmacology of the drug, 
bretylium is given only fleeting mention while 
the text pays great attention to its side effects; 
much more space is allowed some relatively 
minor clinical findings with chlorpromazine than 
is spent on its metabolism, which, incidentally, 
is not covered adequately. These examples, which 
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are typical and not isolated, are given to indicate 
the tone and character of this text. 

This book is quite up-to-date in its information 
and seems accurate in detail. Drugs are indexed 
very carefully according to both trade and generic 
names. 

In the light of the above comments, I would 
amend the preface to read, “This is a textbook for 
interested practitioners, not undergraduate medi- 
cal students.” 


PAUL S. GuTH 


Progress in the Treatment of Fractures and Dis- 
locations 1950-1960; by Thomas B. Quigley, 
M. D. and Henry Banks, M. D., W. B. Saunders 
Company, 1960, pp. 102. Price $2.50. 

This interesting little book states in its preface 
that it presents the authors’ views regarding the 
application of studies published during the past 
decade to the conduct of an active service in a 
teaching hospital. It is believed that the book 
does this in an extremely concise manner. The 
book consists of 102 pages, including the bibliog- 
raphy of 426 references. 

This book should be extremely interesting read- 
ing for those concerned with the teaching of 
orthopedic surgery, as well as practicing ortho- 
pedists and industrial surgeons and others with 
a broad background in the field of fractures. It 
is also suitable for orthopedic residents. In view 
of its admirable conciseness and brevity it re- 
quires considerable background to understand 
and definitely is not a student’s text or an intro- 
duction to fractures. Since there is much diver- 
gence of opinion concerning many of the matters 
discussed, any reader will find some parts of the 
book with which he is not in complete agreement; 
this, however, in no way detracts from this fine, 
carefully done, review. 

EDWARD T. HASLAM 


PUBLICATIONS RECEIVED 


Little, Brown & Co., Boston: Recent Ad- 
vances in Tropical Medicine, by Sir Neil H. 
Fairley, A. W. Woodruff, and J. H. Walters 
(3rd edit.). 

The C. V. Mosby Co., St. Louis: A Synopsis 
of Contemporary Psychiatry, by George A. Ulett, 
M. D., and D. Wells Goodrich, M. D. (2nd edit.) ; 
Atlas of Obstetric Technic (DeLuxe Edition), by 
J. Robert Willson, M. D.; Key and Conwell’s Man- 
agement of Fractures, Dislocations, and Sprains, 
by H. Earle Conwell, M.D., and Fred C. Rey- 
nolds, M . D.(7th edit.). 

W. B. Saunders Co., Phila.: Current Therapy 
—1961, edited by Howard F. Conn, M. D.; Car- 
diovascular Dynamics, by Robert F. Rushmer, 
M.D. (2nd edit.). 

Vantage Press, N. Y.: Information, Please! 
For Women Only, incorporating The Dunhill 
Chart, by Alfred Dreyfus II. 
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